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Gn Adodrtess. 





By R. MarsHALL ALLAN, 


Retiring President of the Victorian Branch of the 
British Medical Association. 





Ar the conclusion of my term of office may I 
express my grateful thanks for this privilege of 
leadership which has been made all the more 
pleasurable because of the kindly consideration 
extended by all throughout the year. The position 
of President has been held by some of our most 
honoured colleagues, and to have one’s name linked 
with theirs is to be paid one of the yp re profes- 
sional honours possible and one which should surely 





2 Read at the annual meeting of the Victorian Branch of the 
British Medical Association on December 1, 1937. 








evoke the humility of the recipient as well as 
gratify his ambitions as a reward for service to the 
Association. 

I am no less perturbed than many of my 
predecessors have been regarding the choice of a 
subject and, like them, I have wrestled with the 
difficult problem of selecting something which will 
not be trivial nor unworthy of the occasion, and yet 
which can be reasonably encompassed within the 
mental horizon of the speaker. 


The Work of the Past Year. 

Before reviewing some outstanding details of the 
work of the year I desire to express our sorrow at 
the inevitable loss of many colleagues. Since the 
last annual meeting two ex-presidents—Jeffreys 
Wood and Felix Meyer—have passed on to their 
heavenly reward. My knowledge of Jeffreys Wood 
was not intimate, but his work for pediatrics will 
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not be forgotten nor the influence of his life of 
service to the community. The loss of Felix Meyer 
is so recent that it is difficult to realize that he 
is not with us tonight. To few men has it been 
granted to spend a life so full of usefulness in many 
diverse directions and to maintain throughout it in 
the highest degree the dignity and best traditions 
of our profession. 

A perusal of the annual report will indicate the 
problems which have engaged the close attention of 
the Council during the year. It has not always 
been possible to satisfy the wishes of members for 
immediate action, but this does not mean that the 
Council has not striven within the limitations of its 
constitution to do its best to uphold the honour and 
interests of the profession. 

One outstanding feature has been the close 
cooperation between the profession and the health 
authorities regarding the poliomyelitis epidemic. 
Despite recent discussions on the after-care of such 
patients, may this welcome collaboration be the com- 
mencement of a more enlightened attitude of the 
politicians to health problems in this State. 
Another important movement has been the forma- 
tion of the National Health and Medical Research 
Council. Though the composition of the research 
section could have been improved by separation 
from the administrative part, we must recognize 
that what has already been achieved is a sub- 
stantial advance, which should lead later to the type 
of control considered by us to be essential for such 
work. The recent introduction of amending legisla- 
tion regarding the Medical Act afforded the Branch 
an opportunity to demonstrate that it is whole- 
heartedly opposed to some methods of practice— 
open or implied—which apparently were the 
reasons for such an amendment. But I must also 
express regret that the Medical Board did not take 
the executive of the Branch into its confidence 
before drafting such regulations. . 

Living as we are in a period of profound trans- 
formation which challenges the established order 
of things and demands a readaptation of values, we 
must pay close attention to many political 
tendencies both here and abroad. Religion, 
politics and medicine are often considered to be 
matters about which every individual considers 
himself competent to offer criticism and make sug- 
gestions. The science of healing is slowly but surely 
tending to become merely one section of the 
totalitarian state and the future is shadowed by the 
prospect of some as yet ill-defined type of national- 
ization. Bureaucratic control may reduce all of us 
to a common dead level, though it cannot prevent 
the best men from standing out as greater or lesser 
peaks. Instead of offering blind opposition to such 
ideas, the profession must guide and safeguard the 
public by counsel and advice and also cooperate 
with those who seek to find a solution along such 
lines. The Federal Council has wisely taken this 
step in regard to Tasmania, and we can only trust 
that its offer of cooperation will be accepted by 
those in political control of that State. For these 
various reasons it is more than ever essential that 





the profession should present a united front and, 
after mature consideration of various proposals of 
the Council, support that body when it takes steps 
to implement such opinions. 

It is gratifying to note the increased attendances 
at Branch meetings, for not onty’do we thus 
encourage the preparation of papers, but also gain 
new*angles of view on many problems and learn 
something of value, no matter in what branch of 
our work we may be primarily interested. 


The Trend of Obstetrics and Gynzcology. 


To some of my audience obstetrics may possibly 
appear to be a stable art, for surely women have 
managed to deliver themselves more or less success- 
fully since creation. It it interesting, however, to 
note how our views have changed during the past 
thirty years—a period which covers my own active 
association with the subject. The main advance has 
been associated with the development of antenatal 
care and the rise of mothercraft and infant welfare 
which collectively form a most important part of 
preventive medicine. During this period Aschheim 
and Zondek have presented us with a most valuable 
diagnostic test; general metabolic studies particu- 
larly of calcium have produced important results, 
and the increasing knowledge of the vitamins has 
led to considerable improvement in the antenatal 
care of our patients. Hospital accommodation has 
greatly improved, and although elaborate equip- 
ment is not essential for good work, few would deny 
the advantages of modern conveniences. 

As regards individual factors, the treatment of 
pelvic contraction and disproportion, for example, 
has shown a complete swing from the rigid rules in 
force thirty years ago, which depended solely on 
pelvic measurements, to a recognition of the impor- 
tance of other factors not predictable before the 
onset of labour. Hence has arisen the importance 
of the trial of labour and of various developments 
in the technique of Cesarean section. Every genera- 
tion sees a wave of enthusiasm for some operative 
procedure. Fortunately Cesarean section is now 
performed for more or less definite indications, but 
another ghost of the past is once more disturbing 
our peace of mind. I refer to the reintroduction of 
Scheel’s method of inducing labour by the artificial 
rupture of the membranes. Despite many favourable 
reports, the members of the staff of the Women’s 
Hospital are still undecided and hesitate to recom- 
mend it for general use. As one of the pioneers in 
the clinical application of pituitary extract in 
obstetrics, I find it interesting to ndte how views 
have changed until now definite restrictions for its 
safe use have been evolved. 

Puerperal infection has probably been the subject 
of more detailed research than any other problem 
and the factors involved in its etiology are now 
much more clearly appreciated. With the discovery 
of-sulphanilamide it would appear that we have 
witnessed the greatest therapeutic advance since the 
introduction of “Salvarsan” and insulin. In contra- 
distinction to these dramatic advances, an equal 
amount of research into the etiology of the 
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toxemias of pregnancy has failed to achieve 
tangible results and we are still forced to adopt 
empirical treatment. 

During this period also the increased expenditure 
of female energy in many spheres of social, 
political and philanthropic endeavours has tended 
to produce certain unwelcome results—for some a 
reluctance to bear children and for others an 
apparent unfitness to accomplish the act of normal 
childbirth. Both factors are of considerable impor- 


‘ tance in the practice of obstetrics, but cannot be 


considered in this address. 

Within the last decade many inquiries into the 
causes of maternal mortality have been made 
throughout the world. It is not my intention to 
discuss these in detail now, but one aspect demands 
urgent attention—the investigation of maternal 
deaths by competent medical authorities. Recently 
in Western Australia it was suggested that such 
deaths should be the subject of a coronial inquiry— 
a procedure which would only defeat its worthy 
aims. If handled properly, however, such an 
investigation would help to discover some causes of 
such losses—physical, dietetic, sociological and 
psychological—many of which may not have 
received sufficient attention in the past. 

-From an academic standpoint it is most difficult 
to analyse the effect of teaching students and their 
subsequent reactions to such training in private 
practice. Some of the results of maternal mortality 
may be ascribed to the emotion of fear which seems 
to supersede that of reason when an emergency 
arises. It may be fear for the right outcome—a well 
mother and infant; but in other instances it is the 
weak vacillating fear of doing the wrong thing 
which is responsible for much of the maternal and 
fetal mortality and morbidity. In obstetrics errors 
of clinical judgement are apt to occur when the 
attendant is tired both physically and mentally, 
and when, being in this frame of mind, he is 
peculiarly amenable to advice and suggestion. Those 


‘who often in fluent language advocate various pro- 


cedures which may be safe enough in expert hands 
must remember that they sometimes have a harm- 
ful influence on the general practitioner when he is 
confronted with such complications. 

Gynecology has advanced considerably over the 
same period, especially with regard to the treat- 
ment of carcinoma by radiotherapy and by the 
meteoric rise of endocrinology. But lest we tend to 
forget the work of previous generations, I quote the 
following extract from the presidential address of 
Felix Meyer which was written forty-three years ago 
and which still remains very true: 

The gynecologist, if he is to be successful, must also be 
a physician in the true sense of the term. Misguided 
enthusiasm for operation has frequently led to mistaking 
cause for effect and vice versa, and above all the gynzx- 
cologist must be versed in the general laws of pathology. 
Happily gynecology, while widening its scope, is becoming 
more and more conservative. 

The rapid advance of endocrine research and its 
bearing on the interpretation and treatment of many 
clinical problems have probably been the greatest 
gift of the biological chemist and clinical gyne- 





cologist to the art of medicine. Although much of 
the earlier work was spoilt by extravagant claims 
and blatant commercialism, let me quote once more 
from Felix Meyer, who had indeed a prophetic 
vision when he wrote in so characteristic a fashion: 

We may well ask whither are we going when we survey 
the ever-swelling store-house of pharmacology which 
presses into its service bird, beast and fish, most things 
that grow above the earth’s surface and much that lies 
beneath, till almost everything except man himself has 
become “a drug in the market”. 

Because of the importance of the reproductive 
function from a racial standpoint, investigation of 
the ovarian secretions has always aroused great 
interest, though it must be admitted that the 
presence of ovaries is not essential to the life of 
woman. The consequences of their removal are much 
less pronounced than when other endocrine glands 
are excised. Still such investigations have made us 
realize that the genital functions are not limited to 
the pelvis, but are in intimate correlation with all 
the other ductless glands. From this study we now 
understand such matters as the differentiation of 
sex, the mechanism of menstruation, the physiology 
of conception and the phenomena of the menopause. 

Chemistry has been aptly compared to a forest in 
which the soil and atmosphere represent inorganic 
chemistry and the trees the organic branch. One 
tree in particular—phenanthrene—possesses six 
branches which are of great interest to the clinician. 
From these come the resins, saponins, cardiac 
poisons, sex hormones, sterols and cancer-producing 
substances. It is the family tree of vitamin D 
which is produced by the irradiation of the sterol 
compounds. From the standpoint of general 
medicine the most provocative of these discoveries 
has been the close affinity between the cstrogenic 
substances and certain carcinogenic preparations 
obtained from tar derivatives. Some of the latter 
are estrogenic, while evidence is accumulating to 
indicate that under certain conditions cstrogenic 
substances may become carcinogenic. Loeb has 
shown that, particularly in the breast and uterus, 
which are normally under the influence of estrin, 
such estrogenic substances may cause the growth 
of cancer which will continue to develop even when 
the hormonal stimulus is withdrawn. Thus a new 
lead in cancer investigation is opened and one which 
may bring us nearer to the solution of this baffling 
problem. 

Slowly but surely the indications and limitations 
of organotherapy are being evolved, though many 
gaps in our knowledge still exist. We have yet to 
unravel the tangled skein of intergland relationship 
and in particular the part played by the thyreoid 
gland. Its influence is direct, though as yet little 
understood, and we have merely to recall the value 
of such medication in cases of sterility and habitual 
abortion to appreciate this point. The pursuit of 
such knowledge illustrates the contention that 
obstetrics and gynecology represent, as no other 
branch of medicine do, the practical side of biology, 
and also demonstrates that the future of gynx- 
cology lies more along these lines than in attempts 
to improve operative technique. Medical science is 
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ever marching forwards and will continue as in the 
past its great work of prevention of the spread of 
disease. Although beyond our present reach, it may 
well come to pass that no disease will be incurable 
except the natural decay of a ripe old age. 


Medical Education. 

This year has seen another revision of the medical 
eurriculum—a slow and painful process of sloughing 
off the skin of old ideas and of dead subjects, but 
essential if we are to keep abreast of modern 
advances in knowledge. Nobody denies that the 
curriculum is overloaded not only with subjects, but 
also with innumerable details of no permanent 
significance, and that it is one of the most exacting 
and expensive forms of technical training which, as 
the American report states, is tending to become 
more a scientific discipline than a vocational train- 
ing. But in no other art is a thorough education 
more essential, so we must make the best use of the 
period which is available. 

The main improvement possible is concerned with 
the preliminary years and much of the present work 
might advantageously be relegated to the schools. 
Universal dissatisfaction has been expressed with 
the general standards of the pre-academic education 
of the student. Teachers are insistent that few 
students can express themselves logically and 
clearly in English, and fewer still are able to read 
with comprehension and reasonable fluency some 
other language. The whole scope of preliminary 
education is in the melting pot and I trust that the 
present tendency to specialize at an early stage in 
elementary science subjects will be replaced by a 
broad general education. The phrase of John 
Buchan is too often forgotten: “The purpose of 
education is to train the mind and not to crowd the 
memory.” 

When the preliminary standards have been 
improved there still remains the problem of 
determining the maximum number of students who 
can be reasonably given a sound medical education. 
Many difficulties arise, but they must be faced. It 
is not fair to accept as many as may apply in the 
early years and then discover that it is impossible to 
deal with them: adequately in the clinical period. 
Those who oppose any preliminary selection tend 
to forget the essential unity of the three clinical 
portions of the course.. There is a limit to the 
number of students who-can be trained in 
obstetrics, no matter how they may fare in 
medicine and surgery. The standard of obstetrical 
training is at least on an equal basis with that of 
the other subjects, and must we accept something 
less merely to sidestep possible political repercus- 
sions? The law of supply and demand may settle 
our present difficulties, but we should examine and if 
necessary adopt some of the methods employed else- 
where to settle this point. The university should 
concentrate on the thorough training of as many 
students as our clinical resources will permit, and 
in so doing ensure that they will be an asset and not 
a liability both to the profession and to the general 
public. Other aspects of the problem have been ably 





discussed by the President of the British Medical 
Association in his address at Belfast and this 
masterly survey will repay close consideration. 

In various discussions on the curriculum one 
seldom sees any reference to the matter of a com- 
pulsory period of residentship prior’ to State 
registration. The British Medical Association 
report was in favour of such a year uhder com- 
petent guidance which need not necessarily be in 
a teaching hospital. Associated with this ideal may 
well be the dream that some public spirited citizen 
will see the advantage of post-graduate experience 
overseas and enable more than do so now to round 
off their local training in this laudable manner. 
Many do make the financial sacrifice which this 
entails, and return enriched to an extent possibly 
not realized by them at the time. So far this has 
been a one-way traffic for our graduates, but this 
is not enough if we desire to make the most of such 
opportunities. I envisage rather the planning of 
a scheme whereby the cream of medical graduates, 
both here and overseas, would take a post-graduate 
course in various parts of the Empire and elsewhere 
before settling down to their life’s vocation. It 
would require finance and careful organization, but 
the mingling with other peoples would do more for 
world peace than all the theories of the League -of 
Nations. This suggestion means more than an 
occasional exchange of teachers as is common at 
present in other faculties, and to accomplish such 
an ideal will require effective cooperation between 
universities willing to give it a trial. It would 
redound to the credit of Melbourne if we had the 
vision to make the first overtures. 


The Functions of a University. 


During the past year profound changes have been 
taking place in the Alma Mater of most of my 
audience. The Vice-Chancellor has spent himself 
in challenging us to think out for ourselves what 
should be the place of a university in a democratic 
country. The results of his campaign have not been 
negligible and what he has accomplished so far 
gives promise of a brighter future for the university. 
But why do so many of our graduates lack that 
pride in their university which is so prominent a 
feature of most British centres? The university 
should be the sanctuary of the inner life of the 
nation, and I regret that so many graduates have 
lost interest in the institution which enabled them 
to make a good start in life. 

At the Harvard tercentenary’ celebrations 
President Conant eloquently described the streams 
which have watered the soil on which all 
universities have flourished—the cultivation of 
learning for its own sake; the general educational 
stream of the liberal arts; the educational stream 
that makes possible the professions; and finally a 
never-failing river of student life. The true 
university tradition depends on a proper balance 
being maintained between all these factors. We 
seem to be some distance yet from reaching that 
state of mind which realizes its dependence on 4 
shrine of culture and learning, and which was s0 
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well typified by the action of President Roosevelt, 
who managed.to find time during his election 
campaign to return to his university and join in 
her celebrations. May such an action come 
naturally before long to those in control of this 
State, and. may the day soon pass when a small 
addition to the annual grant is considered sufficient 
to discharge the obligations of the State to the 
higher education of its citizens. Dr. Priestley has 
awakened the public to a new conception of the 
purposes and functions of a university and has 
given us a vision of the possible. May his successor 
reach this ideal! 

Finally to return to some of our medical problems 
at the university. Professor Wood Jones has shown 
in his report to the Research Council the necessity 
for research and teaching to go hand in hand if a 
university is not to be degraded to a vehicle merely 
for providing the material well-being of its students. 
But this is impossible under present conditions 
because of the burden of routine teaching of large 
classes. Recently, in his eloquent address at the 
Adelaide congress, he stressed the need for more 
evidence of the spirit of adventure. Under present 
conditions this seems to be lacking, but I feel that, 
given encouragement, more and more of our young 
men will become endowed with the grand curiosity 
so well described by the late editor of The Lancet, 
Sir Squire Sprigge, that desire to-investigate the 
what and why of many problems. 

The Mackie Bequest to the preclinical medical 
chairs is a most welcome advance in the right direc- 
tion which will greatly strengthen the medical 
school. But in the clinical period two places are 
vacant beside the chair of obstetrics. When are 
these to be filled and thus make the faculty com- 
plete? The way may soon be clear to establish 
a chair of experimental medicine and thus to com- 
bine the pursuit of knowledge with its clinical 
application. If this desire of the faculty is 
achieved, surely surgery, which has been so aptly 
described as the queen of the arts, will not be long 
in finding a worthy benefactor. 

And so this address, which has resembled a boat 
idly swinging at anchor and responsive to the shift- 
ing tides of thought, comes to its end. May it have 
aroused your interest in certain matters which 
deeply concern us all as educated citizens with a 
responsibility to the State. Possibly someone who 
reads these remarks will have the vision to remedy 
the present state of affairs in our university, so 
that at a future celebration of the anniversary of 
the senior medical school of the Commonwealth it 
will be possible to declaim as did the English poet 
laureate, Masefield, at Harvard: 


And it was he, who, with his dying gift 
Of books and money, set this noble vine, 
With roots too deep for ignorance to shift, 
Its boughs aloft, in light, with living wine. 


Would that his human eyes untimely dead, 
Freed from that quiet where the generous are, 

Might see this scene of living corn made bread, 

This lamp of human hope become a star. 








SOME MODERN PHASES OF LABORATORY 
DIAGNOSIS.* 





By H. A. Wooprvurr, 
Melbourne. 





Tue object of this paper is to discuss some of the 
laboratory problems which are constantly arising 
as a result of the rapid advances in our knowledge 
of the microorganisms responsible for disease, and 
of the immunity responses of the body to infection. 

The laboratory I have in mind is one provided by 
the large municipality or state for the public health 
service and so available to public clinics, to fever 
hospitals, to country hospitals unprovided with 
their own laboratory, and to medical practitioners. 
It is not proposed to inelude the consideration of 
biochemical tests, nor shall we be much concerned 
with methods applicable mainly or only where 
laboratory and ward are in close relation. 

The institution with which I am most familiar 
was started in 1900, and at the beginning its main 
function was related to the diagnosis of diphtheria, 
tuberculosis, typhoid fever and gonorrhea. Since 
then the scope has been greatly enlarged. The 
methods in use today are very different from many 
of those current at the beginning, but the last ten 
years have witnessed a great acceleration in the 
rate of change. Our quickly-growing knowledge of 
the complexity of antigenic structure and of the 
variability of organisms, together with better under- 
standing of the immunity reactions of the animal 
host, have resulted in a refinement of technique and 
much greater precision of diagnosis with consequent 
improvement in treatment. Some of these changes 
can be indicated by a review of current methods, 
in relation to a few of the more common conditions 
for the diagnosis of which laboratory assistance is 
sought. 

Diphtheria. 

Diphtheria, as it was envisaged subsequent to the 
discovery of the causal organism, with its charac- 
teristic toxigenic property, and to the use of anti- 
toxin, looked like being entirely amenable to either 
preventive or curative measures. As we all know, 
the problem is with us today and is increasing 
rather than decreasing in complexity. The subject 
is being dealt with exhaustively elsewhere in this 
congress, but so far as the laboratory is concerned 
in diagnosis and detection of carriers, something 
must be said. 

Diagnosis. 

From suspected cases of diphtheria in the vicinity 
swabs are received at the laboratory, sown out as 
soon as possible on Léffler’s blood serum and 
incubated for a minimum period of eighteen hours. 
Smears are then made, and on the assumption that 
the swabs are from clinical suspects, the finding of 
organisms with the characteristic morphology under 
the microscope is sufficient justification for a “posi- 
tive” report. One difficulty may arise at this point 





‘Read at the fifth session of the Australasian Medical 
Congress (British Medical Association), August, 1937. 
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with gravis strains, but this will be referred to later. 
If the patients are at a distance, so that swabs will 
be delayed in transit, then Léffler’s blood serum 
tubes are sent as well as swabs, so that the doctor 
can himself inoculate the medium, desiccation 
during transit thus being avoided. We have not 
used the method of serum-impregnated swabs so as 
to obtain a direct culture. 
Carriers. 

The attempt to discover “carriers” presents more 
difficulty. For their detection among school children 
showing no symptoms the usual procedure is as 
above; but when organisms like diphtheria bacilli 
are detected microscopically, the children are 
reported first as “suspicious”, and another swab is 
asked for in three or four days’ time. Frequently 
this is found to contain no organisms, and no 
further action is taken for the time being. Should 
it, however, be found microscopically again to con- 
tain organisms a virulence test is carried out. For 
this purpose isolation of the organism is attempted 
from the Léffiler’s blood serum tube on a plate 
containing Horgan and Marshall’s medium (blood 
agar with potassium tellurite). From a charac- 
teristic colony as detected under the low power 
microscope, a fresh Léffler’s tube is sown; the 
growth is examined microscopically and a guinea- 
pig is inoculated subcutaneously. If the growth is 
from a pure culture isolation, no control pig is 


used ; but death within four days with characteristic 
lesions is reckoned as positive evidence of virulent 
diphtheria. If a number of virulence tests are to be 
made, the intradermic method is used with several 


injections in the one guinea-pig. In this case a 
second guinea-pig, previously protected with anti- 
toxin, serves as a control of the injections. 

In the light of recent knowledge indicating the 
presence of the gravis, mitis and “intermediate” 
types of diphtheria bacillus in Victoria (Gregory, 
1937), it is proposed now to modify somewhat the 
routine procedure. Whenever there are any indica- 
tions of cases of more than ordinary severity, or of 
a number of cases in one place, it is proposed to use 
Anderson, Happold, McLeod and Thomson’s medium 
(heated rabbit’s blood and potassium tellurite agar) 
in parallel with Léffler’s blood serum, and so to type 
the causal organism as either gravis, “intermediate” 
or mitis. The two former strains will be reported 
as such, with a warning ; mitis strains will be tested 
for virulence. 

The importance of this new procedure will be 
realized when it is remembered that gravis strains 
of the diphtheria bacillus are atypical morpho- 
logically, so that even when grown on Léffler’s blood 
serum they show very few metachromatic granules 
and often appear pointed at the ends with barred 
staining; and indeed they are very suggestive of 
Hofmann’s bacillus. Gregory has cultured a few 
strains in parallel on Léffler’s medium and on 
McLeod’s, testing the growth on the first micro- 
scopically and on the second by colony characters, 
and he found that there was no substantial dif- 





ference in the results; but this was a very limited 
test, and the chance of error remains. If, then, 
there was any suspicion of a local outbreak due to a 
gravis strain, we should sow out every swab on both 
Léffier’s and McLeod’s media. A point of some 
importance is that insisted on by McLeod, namely, 
that nasal swabs are more important than throat 
swabs in the search for carriers. 


’ Typhoid Fever. 

The micrescopic Widal test for typhoid fever 
had a long run, and in places where typhoid 
fever was common, and in the prevaccination 
era (against typhoid fever), it gave’ useful 
positive findings, but it is certain that a good 
many cases must have been missed. Today the 
position is very different, for with our under- 
standing, if only to some extent, of the complicated 
antigenic structure of the typhoid-paratyphoid 
group of organisms, much more precise and accurate 
information is forthcoming. A word may first be 
said about the desirability of attempting to isolate 
the causal organism as the most certain method of 
diagnosis. It is remarkable how few medical prac. 
titioners try by means of a blood culture to deter. 
mine the diagnosis of typhoid fever in the first week 
of the illness. Often blood is sent at this stage for 
an agglutination test, but in many cases it is sent 
entirely devoid of any history, and it is well worth 
while, after the serum has been taken off, to try 
out the clot for a culture in bile salt broth. It may 
frequently happen at this early stage that the 
agglutination test will be “negative” and the blood 
culture will be “positive”. When a blood culture 
is suggested, we rely either on a six-ounce screw- 
topped bottle containing 100 cubic centimetres of 
bile salt broth, or else on a large Behring venule 
containing bile. At a later stage recovery of the 
bacillus from feces should be attempted, sometimes 
for diagnosis, more often to determine freedom from 
infectivity. We have rather conservatively used 
MacConkey plates, both with and without previous 
enrichment by means of brilliant green. With 
Wilson and Blair’s solid medium we have had little 
success, and it has appeared generally to be too 
inhibitory. In one case of a polluted water supply 
the method was successful when all others failed. 
Our experience suggests that there is great difficulty 
in securing uniformity between different batches of 
this medium. 

But to return to the agglutination test; in the 
case of a specimen of blood sent in from a patient 
with undiagnosed fever, the question at once arises: 
what tests shall be carried out? The answer depends 
on the place where the patient lives, and the occur- 
rence or non-occurrence in that country or state of 
certain infections. Apart from the enterica group 
there are other conditions to be thought about, 
notably undulant fever due to Brucella abortus, and 
typhus, and with these in mind we now, as a routine 
measure, test each sample of blood against the 
typhoid bacillus, the paratyphoid A and B bacilli, 
Brucella abortus, and Bacillus proteus X19 and XK. 
Is this list too long, or should it be extended? 
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For the typhoid-paratyphoid group, it is of course 
necessary to put up tests for both H (flagellar) and 
0 (somatic) agglutinins, because it may not infre- 
quently happen that the serum, whilst containing 
0 agglutinins, is entirely lacking in H agglutinins; 
so that if tests for H agglutinins only were carried 
out, the diagnosis would have bean missed. The con- 
verse may also occasionally be true. The bacterial 
suspension is prepared by selecting a good agglutin- 
able strain of Bacillus typhosus with no signs of 
“roughness”. For the H agglutinogens the organism 
is grown in ten cubic centimetres of veal broth, 
incubated for twenty-four hours and then diluted 
with saline solution containing 0-4% formalin, and 
standardized for density by comparison with a 
standard suspension from the Standards Labora- 
tory, Oxford. Since different strains of Bacillus 
typhosus and others of the group are agglutinable 
to varying degrees, they must each be tested along 
with a standard suspension, or against a standard 
serum, to determine this factor, and they must be 
labelled accordingly. 

For the O agglutinogens a non-motile strain is 
used (such as Felix number 901), and of this a broth 
culture is heated to 55° C. for one hour and is then 
standardized by dilution with formolized saline 
solution as before. 

The work of White and Kauffmann has shown that 
on analysis there are in the typhoid-paratyphoid- 
Salmonella group some twelve or thirteen O anti- 
gens, the distribution of which (sometimes one only, 
but often two and sometimes three of them are 
present in one organism) among the different 
species of organisms makes possible their classifica- 
tions into seven groups. In a similar way there is 
a large number of H antigens of two kinds, namely, 
some which are specific, in that they characterize 
certain well-defined species, and some which are 
group factors, in that each is possessed in common 
by several members of the group. An organism 
which possesses both group and specific H antigens 
is said to be diphasic ; one which possesses one kind 
only is monophasic. 

If, then, our test is to be inclusive for the members 
of the enterica group only, it will need H suspen- 
sions of each organism, namely, Bacillus typhosus, 
Bacillus poratyphosus A and B, and in some 
localities Bacillus paratyphosus C, both eastern and 
western types. Fortunately for our test technique, 
it has been found by experience that only one O 
suspension is necessary, because the O agglutination 
is not sharply defined, but overlaps; so that when 
an O suspension yields a positive result with typhoid 
bacilli, it will often at the same time give a positive 
result for Bacillus paratyphosus A and B, usually 
to a higher titre with the organism which culture 
eventually determines to be its homologue. 

With regard to the necessity for standardization 
of the density of suspensions, of the technique of 
dilutions, of the temperature of the water bath, of 
the times of reading, of the agglutinability of strains 
and to any other conventions: if tests conducted in 
different laboratories are to be comparable or even 











understandable, an illuminating account of the 
international experiment conducted by the Health 
Organization of the League of Nations and reported 
by A. D. Gardner in the Journal of Hygiene, 
January, 1937, tells its own story. This experiment 
was designed in simple terms for typhoid fever 
diagnosis only, with no complications by reason 
of the insertion of paratyphoid suspensions, and it 
is safe to say that an experiment including the 
latter organisms would have shown even greater 
discrepancies in the results furnished by the dif- 
ferent laboratories. It is obviously of great impor- 
tance that a standard technique should be generally 
adopted, and the pioneering work of Dreyer and 
Gardner at Oxford towards this end is to be highly 
commended. The technique worked out at Oxford 
can be confidently applied, and it is very satis- 
factory to be able to obtain standard cultures, sus- 
pensions and sera, so that local strains can be 
assessed. It is a refreshing thought that amid all 
the ultra-nationalistic extravagance in the world 
today, the humanitarian attitude of scientific medi- 
cine is such that standardization in prophylaxis and 
health organization is becoming increasingly pos- 
sible and that in this respect at least the League of 
Nations really functions. 


The question now arises: What are the diagnostic 
titres of a serum? A single test, especially if applied 
in the early days of the fever, may not allow of a 
diagnosis, but will provide a useful base-line to 
which later tests can be referred. It is a matter of 
importance to discover in any particular locality 
what are the possible “levels” of agglutinating 
titres among healthy people; or, in other words, at 
what titre of agglutinins a serum becomes abnormal 
or pathognomonic. Many such investigations have 
been made, and we are carrying out one in 
Melbourne at the present time on sera sent in for 
Wassermann tests. A number of high titres well 
within the diagnostic range are being discovered, 
and when these cases are followed up a history of 
previous typhoid, paratyphoid A and B infeetion, or 
of typhoid vaccination is obtainable in a large per- 
centage. But apart from these there is still a 
considerable number of reactions at high concen- 
trations of serum. Similar investigations in different 
parts of the world give very different figures, because 
of the varying incidence of these infections. Each 
State or locality must therefore discover its own 
base-line for each organism. The safe rule in any 
case in which previous vaccination or some natural 
immunity response may be thought to account for a 
border-line or even a diagnostic (that is in clean 
ground) reaction, is to repeat the test in a few days’ 
time so as to detect a “rising titre”, which is highly 
significant of present infection. In this connexion 
it must be remembered that O agglutinins persist 
after natural. infection or vaccination for a much 
shorter period than do H agglutinins, so that a high 
O titre in a person previously vaccinated is more 
significant than a high H titre. 

As a general rule it may be said that in the 
second to third week of typhoid fever in an 
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uninoculated person the titre of H agglutinins will 
he well over 1: 100, and usually over 1: 200; and 
that the titre of O agglutinins will be from 1: 100 
or more. 

For paratyphoid B the H titre is about the same, 
but the O titre is probably lower. 

Finally, it may be pointed out that if, instead 
of there being a suspicion of typhoid fever, infection 
with one of the Salmonella (food-poisoning) 
organisms is suspected, then the diagnosis of such 
a condition by means of the agglutination and 
agglutination-absorption tests becomes highly 
complicated. 


Undulant Fever. 


Undulant fever, a recent addition to the number 
of infective fevers, has an interesting history, par- 
ticularly so to, one who has been able to follow the 
development of our knowledge of both Malta fever 
and contagious abortion of cattle. There are few, 
if any, better examples of the piecing together into 
a satisfying schema of many pieces of knowledge 
discovered by workers beginning their search from 
many apparently unrelated viewpoints. To those 
clinicians who have seen a patient with undulant 
fever, the diagnosis will thereafter always suggest 
itself as a possibility when enterica has been ruled 
out. In such a case steps would be taken to make 
a blood culture if possible. At the same time an 
agglutination test would be made, because the 
blood -culture may take many days of incubation 
before a positive result is obtained when it is plated 
out. 

But in order to save time in cases in which the 
diagnosis is quite open, it is advisable, whenever 
there is enough of the serum sample, to put up a 
test for Brucella abortus alongside the ordinary 
macroscopic Widal test for typhoid. The bacterial 
suspension is polyvalent, being made from several 
strains of Brucella abortus, grown on 2% glycerine- 
agar for two or three days (if it is a fresh culture, 
with a 10% concentration of carbon dioxide in a 
jar), washed off with saline solution and heated at 
55° C. for one hour. It is standardized to match a 
suspension of 1,000 x 10° Bacillus coli per cubic 
centimetre, and is preserved with 0-2% formalin 
solution. The serum dilutions should start with 
a basal dilution of one in ten, and all agglutinations 
at one in twenty or over are significant, to be inter- 
preted in the light of’ the patient’s history and 
occupation, the test to be repeated in a week’s time. 


Streptococcal Infections. 


For many years attempts to classify streptococci 
and to determine specificity of an organism in rela- 
tion to definite clinical entities gave little result 
except increasing confusion, but, as a result of what 
may almost be called the mass attack of recent 
years, light has been obtained; and without any 
lessening of the complexity of the problem there is 
evidence of growing understanding. In particular 
reference must be made to the outstanding work of 





Lancefield and F. Griffith. For the purposes of this 
discussion I shall consider only the hezmolytic 
streptococci, that is, those producing 8 hemolysis 
on blood agar plates, because it is mainly within 
this class that further differentiation is now neces- 
sary for the guidance of the clinician. The first 
procedure is to determine whether a streptococcus 
giving 8 hemolysis anaerobically or aerobically on 
a blood agar plate is able to produce a filtrable 
hemolysin (for the reason that not every case of 
plate hemolysis is true hemolysis). Even within 
this defined field there is much differentiation to 
be done. The work of Lancefield, as that of Griffiths, 
on the hemolytic streptococci really followed on the 
work of Avery, Heidleberger and their colleagues 
on the pneumococcus, and the most fruitful results 
were achieved by an analysis of the antigenic 
structure of these organisms. 

Lancefield (1928, 1933) used extracts of various 
strains of hemolytic streptococci with which to pre- 
pare precipitin-containing sera in rabbits, and she 
was able to determine three different antigenic com- 
ponents of streptococci—one an acid-soluble protein, 
and the other two, complex carbohydrates. By 
means of a series of exhaustive precipitin tests she 
determined the occurrence of these components in 
different strains, and in terms of the distribution 
of the first of these two carbohydrate haptens (the 
C substances) was able to make a general classi- 
fication of hemolytic streptococci into eleven groups 
(Groups A to K), characterized by different anti- 
genie structure, and originating from different 
habitats. Not all of these groups possess a filtrable 
hemolysin. 

Group A is the most important, for in this group 
are included the outstanding human pathogens—the 
organisms responsible for scarlet fever, for acute 
tonsillitis, for the majority of cases ef puerperal 
fever, and for many eases of bronchopneumonia, as 
well as for septic wounds, for erysipelas et cetera. 
Within this Group A a large number of types were 
differentiated in terms of the distribution of the 
protein antigenic component (the M substance). 

It is highly significant that F. Griffith, proceeding 
by the method of agglutination and agglutination- 
absorption tests applied to a large number of strains 
of hemolytic streptococci isolated by him from 
various acute infections in man, arrived at a 
division of human hemolytic streptococci into 27 
specific types; and it is also significant that on 
analysis 24 of these are found to belong to 
Lancefield’s Group A, and are differentiated by their 
content of the protein M substance. Topley and 
Wilson advance good reasons for reckoning the 
organisms of Group A as a separate species under 
the name Streptococcus pyogenes. 

The members of Group B are mainly. of bovine 
origin; they may be given specific rank, and are 
called Streptococcus agalactiae. They, too, have been 
split up into a number (three or more) of antigenic 
types by their possession of the second carbohydrate 
component (S substances). The members of this 
group are not pathogenic for man. 
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Group C is of some importance, in that it contains 
a number of strains which may be pathogens for 
man and are differentiated from Group A only with 
great difficulty on any biochemical grounds, and 
only with certainty by means of precipitin or 
agglutination reactions. 

The problem that often arises in the diagnostic 
laboratory is this: a case of puerperal fever occurs 
in a hospital and a hemolytic streptococcus is 
recovered in a cervical smear from the patient and 
possibly also by means of a blood culture. The 
medical and nursing staff, the members of the 
patient’s family and other contacts are then investi- 
gated by means of nasal and throat swabs, and 
swabs from any septic foci, such as cuts, wounds 
et cetera. What evidence is necessary to determine 
the significance of hemolytic streptococci recovered 
from any of these contacts? 

A similar problem may arise in the case of a 
milk-borne outbreak of scarlet fever. Is the hemo- 
lytic streptococcus discovered in the milk of one 
of the cows of the suspected dairy the cause of the 
epidemic, and if so, what was its origin? 

The solution of this problem of identity of two 
organisms of the same class (hemolytic strepto- 
cocci), which if proved would indicate at least the 
possibility of infection from the host of one of them 
to the host of the other, is not an easy matter. It 
is possible by a series of tests, morphological, cul- 
tural and biochemical, to determine in most cases 
the group to which the two organisms belong. The 
members of Group A, that is, organisms which can 
properly be called Streptococcus pyogenes, are the 
dangerous ones, and they are characterized by the 
fact that: (i) they produce 8 hemolysis and cul- 
tures contain a filtrable hemolysin; (ii) they cause 
a final pH of 5-0 to 5-6 in glucose broth; (iii) they 
do not hydrolyse sodium hippurate; (iv) they do 
not reduce methylene blue in milk; (v) they usually 


ferment trehalose, but not sorbitol; (vi) they may 


or may not grow in 10%, but they seldom grow in 
40% bile-agar; and (vii) they ferment lactose. For 
the detection of hemolysis they must be sown on 
or, better, poured in horse blood-agar plates and 
cultured both aerobically and anaerobically. But 
even if the organism is found to be a member of 
Group A, there are still 24 types within Group A 
with antigenic type characters as definite as those 
of the pneumococcal types. To determine the com- 
plete identity of two such organisms the method to 
be adopted is agglutination and agglutination- 
absorption, either on the slide or in tubes. As a 
comment on this precision it is interesting to note 
the verdict of the Medical Research Council’s 
“System of Bacteriology” on this subject, given as 
recently as 1929: 

No further subdivision of the hemolytic group seems 
to be justified at the present time, since all work has 
failed to reveal any certain criterion by which a given 
strain may -be related to a particular disease. 

For typing by agglutination it is necessary to 
have type-specific sera prepared by inoculation of 
rabbits with organisms of known type. These sera 





have then to be made type-specific only by absorp- 
tion from each one of all the group agglutinins. 
They can then be used as the final court of reference 
for the identification of their homologous strepto- 
coccus. I do not know of any laboratory in 
Australia where an attempt has yet been made to 
discover whether the types of Streptococcus 
pyogenes responsible for infection here are anti- 
genically the same as those commonly found in 
England as determined by Griffith. Such a piece 
of work would be of very great value, but it would 
be costly and time-consuming. Meantime, the best 
that can be done in the absence of Griffith type 
organisms and type sera is to be at least quite 
certain that any hemolytic streptococcus which is 
incriminated is of the true Streptococcus pyogenes 
type. 
Tuberculosis. 


In tuberculosis the advances have been mainly 
directed towards improved methods of isolation in 
culture, and to the recognition of a number of acid- 
fast saprophytes which may sometimes be mistaken 
for tubercle bacilli. Experience has shown that 
laboratory materials—even distilled water long 
stored—glassware, and in particular water taps and 
sinks, may furnish acid-fast bacilli which counter- 
feit the true pathogens. Specimens of urine from 
patients suspected of tuberculosis should be taken 
with care in properly sterilized containers, and 
from female patients catheter specimens only should 
be examined. Attempted cultures from the deposit, 
after centrifugation and treatment with 10% acid 
solution, will give a higher percentage of positive 
results than the mere microscopic examination of 
smears. 


Syphilis. 


There are so many variants of the complement 
fixation and flocculation tests for syphilis that a 
selection has to be made. It is important to select 
and keep to one method of each kind, and there can 
be no doubt that constant practice in the routine 
technique of the test with large numbers of sera 
is highly important. In this regard the international 
trials of the various methods as organized by the 
Health Committee of the League of Nations have 
proved of very great value, and it is a matter of 
interest that in my own laboratory our choice of 
methods had fallen upon the Harrison-Wyler tech- 
nique for the Wassermann test, and upon the Kahn 
technique for flocculation tests, the two tests which 
came out top in each class. in the trials. 

But even with these tests the “quantitative” value 
of an infection is not provided for by the routihe 
methods, and we have added what we call the 
“Harrison-Wyler Extra” test and the Vernes test 
to supply this quantitative evidence. With these 
methods—routine, confirmatory, quantitative—we 
are well satisfied. 

Experience with many tests of blood and cerebro- 
spinal fluid from the same patient more and more 
confirms the opinion that no syphilitic patient 
should be discharged without a test of the cerebro- 
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spinal fluid being made. Some of the Vernes 
graphs make this point very clear. 

Time forbids the multiplication of examples of 
the complexity of modern requirements in a public 
health laboratory. The diagnosis of typhus fever of 
various types; serological tests for gonococcal 
infections ; the typing of the pneumococcus; the dif- 
ferentiation of “food poisoning” organisms— 
Salmonella, staphylococci, botulinus—all these 
deserve mention. My proposition is that the ambit 
of such a laboratory and the need for highly skilled 
technicians are increasing every day. Such a labora- 
tory is a State responsibility and it should be 
adequately financed. The interests of the public 
health demand that laboratory facilities should be 


available to public bodies, to health officials, and | 


to general medical practitioners, especially the last 
mentioned, because ultimately the most important 
guardians of the public health are the general 
practitioners. Further, no hindrance in the way of 
fees should lessen the use of such a laboratory. This 
is a matter on which we, as bacteriologists and 
pathologists, have to direct the profession, by whom 
in turn State governments and other health 
authorities must be informed. 


— — — 


THE INSULIN TREATMENT OF SCHIZOPHRENIA.’ 


By C. Farran-Riveg, B.Sc., M.B., Ch.M. (Sydney), 
D.P.M. (London), 


Pathologist to the Department of Mental Hygiene, 
Victoria; Acting Assistant to the Psychiatric 
Department, Royal Melbourne Hospital. 


AND 


P. Guy Reynotps, M.B., B.S. (Melbourne), 
Melbourne. 


The doctors tell us there are certain diseases that 
are incurable. Do you know what an incurable disease 
is? It is one that the doctors don’t know anything 
about. The disease has no objection to being cured. 

Cuartes F. Kerrerine. 
(Quoted by Paul de Kruif 
in “Men Against Death”.) 


Historical. 


Ir is now four years since Manfred Sakel first 
reported a new method of treating psychoses to the 
Medical Society of Vienna. The treatment, as he 
explained, was new, not because it used a new sub- 
stance, insulin, but rather because it involved the 
deliberate use of the hypoglycemic state, the pro- 
duction of which had hitherto been carefully avoided 
by most physicians because of its supposed danger. 

Like so many other great advances in 
medicine, the insulin treatment of schizophrenia 
owed its inception largely to accident. In 
treating drug addicts by insulin, Sakel noted 
that in a few patients deep hypoglycemia, 


Read at 
yee ry tl F ¢ = 
pt 





Section of 
og = ol Branch of the Ration “Gleatoat 
ember 7, 1937 





inadvertently produced, led to surprising improve- 
ment in their mental condition; and he had the 
perspicacity to follow up this clue and began to 
induce hypoglycemia of set purpose in the treat- 
ment of schizophrenia and other morbid mental! 
conditions. But it was a long step from this 
beginning to the elaboration of the present-day 
technique, which has rendered the treatment reason 
ably safe and reliable, and we pay tribute to Sake! 
for the courage, persistence and resourcefulness 
that made his ultimate success possible. 

The treatment is now being tried all over th 
world, but as it is new to Australia, we shal! 
describe our method of carrying it out, first in 
schematic outline and then in some detail, before 
telling you about our results and conclusions. 


Schematic Outline of Treatment. 


Insulin is injected intramuscularly into the fast- 
ing patient every day at 8 a.m. with the object of 
inducing a state of coma. The initial dose is 15 
to 20 units, and each day the dose is progressively 
increased by 5 or 10 units until coma occurs. The 
coma dose, thus found empirically, is repeated 
daily, unchanged so long as it causes the patient to 
pass into a satisfactory state of coma at the right 
time, that is, between 11 a.m. and 12 noon; but if 
and when it no longer does so, it has to be raised or 
lowered according to the indications. In normal 
circumstances hypoglycemia is terminated by the 
administration of from 160 to 200 grammes of 
glucose after coma has lasted for from half an hour 
to one and a half hours, or after the expiry of four 
to five hours from the injection of insulin, whether 
coma has been produced or not. On one day in each 
week treatment is omitted. The daily induction of 
coma is continued indefinitely (usually for five to 
ten weeks) until the patient has fully recovered or 
appears unlikely to improve further. 


Apparatus and Equipment. 


The following apparatus and equipment are required: 
(i) a glass container filled with absolute alcohol and pro- 
vided with a perforated disk designed to carry a five cubic 
centimetre and a ten cubic centimetre “Record” syringe, 
and one dozen needles suitable for giving intramuscular 
injections; (ii) a supply of Commonwealth Serum 
Laboratories insulin of a strength of twenty units per 
cubic centimetre in five cubic centimetre phials; (iii) 
cotton wool swabs, tincture of iodine for disinfecting the 
skin and a supply of collodion; (iv) an alcohol-filled glass 
container holding two 2-0 cubic centimetre syringes with 
needles attached in readiness for giving hypodermic injec- 
tions; (v) a supply of ampoules of adrenaline (1 in 1,000), 
of cardiazol and of lobeline, and files for opening these; 
(vi) a supply of bottles of sterile 33% glucose 
solution for intravenous injections, a fifty cubic centi- 
metre glass syringe with needle attached charged with this 
solution, and a rubber tourniquet for producing venous 
congestion; (vii) two 2 litre flasks filled with a one in 
two solution of glucose which is maintained at blood heat 
during the hours of treatment; (viii) a number of 
“Davol” stomach tubes, size 22 one for each 
patient (these tubes are used instead of and are: prefer- 
able to ordinary nasal tubes); (ix) an tube, a 
mouth gag and wooden wedges; (x) a tray for carrying 
the usual equipment for tube feeding, such as for 
the tube, a kidney dish containing glycerine or uid 
paraffin, and jugs for water and glucose solution; (xi) 
tongue forceps; (xii) a sphygmomanometer; (xiii) a large 
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glass syringe (with a nozzle of such a size that it will fit 
tightly into the nasal tubes) for withdrawing gastric 
juice, and strips of blue litmus paper. 


The Method in Detail. 


It should be stated at the outset that the treat- 
ment is arduous, exacting and time consuming, but, 
with proper precautions, not unduly dangerous. A 
careful preliminary physical examination is 
essential. Regard should be paid especially to 
cardio-vascular disease, to active tuberculosis and 
to mouth, nose and throat infections. 


Induction of Coma. 


As each treatment normally lasts from four to 
five hours, it is best to begin at 8 a.m. or earlier. 
On the first day fifteen to twenty units of insulin 
are injected intramuscularly into the fasting 
patient, the dose depending on his body weight and 
robustness. The injection is conveniently given into 
the outer side of the thigh, the right and left thigh 
being used alternately. 

Insulin of a strength of twenty units to the cubic 
centimetre is to be preferred to more concentrated 
preparations which allow less margin for error. The 
patient is kept in bed and carefully watched during 
the whole period of hypoglycemia. The rate and 
quality of the pulse are noted every half hour, or 
more frequently if necessary. At first we used to 
estimate the blood pressure at similar intervals, but 
we have found that this procedure is not essential 
and tends to disturb the patient and delay the onset 
of coma. The dose of insulin is progressively 
increased by five units daily up to fifty units, and 
thereafter by ten units until the onset of coma. The 
time taken to reach the coma-inducing dose varies 
considerably from patient to patient; commonly it 
is about ten days. 

The coma dose, once ascertained, is repeated 
daily unaltered so long as it produces the desired 
depth of coma occurring during the fourth hour of 
hypoglycemia. If the coma appears too deep, or if 
it comes on too early, then the dose is progressively 
reduced until the minimal dose which will bring 
about a satisfactory coma is again found. This 
phenomenon of coma being produced by a diminish- 
ing dose of insulin is spoken of as “sensitization” 
and is of the greatest practical importance. With 
one patient we found it necessary to reduce the dose 
from forty-five to fifteen units because of sensitiza- 
tion. The opposite phenomenon of habituation is 
also frequently met with; that is, the initial coma 
dose proves no longer effective and has to be 
increased. The general aim is always to give the 
smallest dose of insulin that will produce the 
required depth of coma. In our experience the coma 
dose has ranged from 15 to 170 units, although far 
higher doses are reported in the literature. Eighty 
units is a common coma dose. 


Signs of Hypoglycemia. 

Long before the onset of coma the patient will 
give various other signs of hypoglycemia. The 
earliest sign is usually drowsiness coming on about 
two hours after the injection. About the same time 
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the patient’s face becomes flushed and he may sigh 
deeply from time to time, or have fine tremor of the 
hands. Later he begins to sweat, and this sweating 
may be very profuse, drenching his clothes. Instead 
of being merely drowsy, the patient often appears 
torpid or “dopey” (as if under the influence of a 
narcotic drug). As the hypoglycemia deepens, he 
may show myoclonic twitchings of the facial and 
other muscles, and these twitchings may be suc- 
ceeded by massive convulsive movements (writhing, 
twisting and stretching). In some cases the increas- 
ing hypoglycemia gives rise to states of wild excite- 
ment. In other cases these states of restlessness 
and excitement do not occur and somnolence passes 
smoothly into stupor with its associated salivation, 
and stupor deepens imperceptibly into coma. 
Epileptiform seizures may occur at any time during 
the period of hypoglycemia. Hypoglycemia is 
generally accompanied by acceleration of the pulse, 
but often with the onset of.coma the pulse rate 
falls. 


Signs of Coma. 


One of the difficulties of the method is to decide 
when the patient is comatose, for, as we have said, 
somnolence passes without any obvious line of 
demarcation into coma. Our criteria for the onset 
of coma are the following: (i) the patient appears 
asleep; (ii) he shows general muscular flaccidity, 
his head falling limply on the pillow, and his hand, 
when shaken at the wrist, behaving like a flail; (iii) 
blowing on his eyelids elicits no reflex movement; 
(iv) he does not respond when addressed three times 
in succession. In other words, he is comatose when 
he cannot be awakened by ordinary stimuli. Most 
workers speak of light coma, deep coma and very 
deep coma. We do not as a rule trouble to 
differentiate these conditions, as we find it undesir- 
able to be constantly interfering with the patient. 
We concern ourselves more with his general con- 
dition and, in estimating this, we are influenced by 
the same considerations that would guide us if we 
were giving him an anesthetic, that is, by his colour, 
by his breathing and by the rate and quality of his 
pulse. In practice we have rarely produced very 
deep coma with its abolition of all reflexes because 
we consider that its doubtful advantages do not 
justify the great risk it involves. Two pitfalls in 
connexion with coma are restless coma and coma 
vigil. In the first of these the patient may be deeply 
comatose and at the same time restless; and in the 
second he may be open-eyed and at a casual glance 
awake, but he is nevertheless deeply comatose. 


Management of the Patient During Coma. 


Immediately the patient becomes comatose he is 
placed in a sitting position and propped up by 
means of pillows. A small blanket is wrapped round 
his shoulders and his head is allowed to fall for- 
wards and to one side to allow of the free escape of 
saliva, the secretion of which is greatly increased by 
hypoglycemia. Fresh hot-water bottles are placed 
in the bed to compensate for the heat loss associated 
with the profuse sweating. Care should be taken 
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to avoid burns which may easily result from the 
unconscious patient’s feet remaining too long in 
contact with the hot bottles. 


Duration of Coma. 

Another difficulty in the treatment is to decide 
how long the patient should be allowed to remain in 
a state of coma; and Sakel thinks that sound judge- 
ment in this matter is of the greatest importance. 
He states that it is impossible to formulate rules 
and that only by experience can the optimum period 
of coma in any given case be determined. We are of 
the same opinion. Usually we allow coma to con- 
tinue for from half an hour to one and a half hours 
in the absence of indications for terminating it. 


Indications for the Termination of Hypoglycemia. 

Indications for the termination of hypoglycemia 
are the following: (i) circulatory failure as 
evidenced by collapse, or by severe cyanosis, or by 
a pulse rate above 120 and rising; (ii) epileptiform 
seizures; (iii) laryngeal spasm (as indicated by 
stridor, forced respiratory movements and 
cyanosis) ; (iv) persistent states of excitement; (v) 
the lapse of five hours from the time of injection of 
insulin whatever the patient’s condition. 


Method of Interrupting Coma. 
In normal circumstances coma is interrupted by 
the giving by nasal tube of 160 to 200 grammes of 
glucose dissolved in from 320 to 400 cubic centi- 


metres of water. In the presence of nasal infection 
or of abnormally narrow nasal passages the 
esophageal tube is employed. In order to prevent 
infection being carried from one patient to another 
a separate tube is provided for each patient. These 
tubes are conveniently sterilized overnight in a solu- 
tion of “Dettol” and are warmed in hot water before 
use. We have not found it necessary to insert the 
tube in advance early in coma as has been recom- 
mended by some workers. We think that this pre- 
caution is indicated only if very deep coma is aimed 
at, and that in ordinary circumstances it is 
undesirable. In cases of emergency, such as sudden 
circulatory failure or severe epileptiform seizures, 
a sterile 33% solution of glucose is given intra- 
venously. We always have immediately available 
a fifty cubic centimetre syringe charged with this 
solution, but only on one occasion have we been 
compelled to make use of it. If coma has to be 
interrupted by the intravenous injection of glucose 
it is most important that glucose should be given 
via the stomach as well; otherwise the glucose given 
intravenously will be quickly used up and the hypo- 
glycemia may recur—a state of affairs spoken of as 
“after-shock”. We think that most emergencies can 
be foreseen and prevented by ceaseless observation 
of the patient. 


Waking from Coma. 

As with patients after ether anesthesia, so with 
patients recovering from insulin coma; some regain 
consciousness quietly and smoothly, while others 
show hilarity, restlessness and noisy excitement. 
In rare cases this excitement is persistent and 





worrying, resembling that which commonly occurs 
before coma, and sometimes it has to be treated by 
intravenous injection of glucose solution. The 
majority of patients regain consciousness within a 
quarter of an hour, although some do not wake up 
for .an.hour or longer. A nurse stays with the 
patient until he is fully conscious in order to pre- 
vent aspiration of saliva, falling back of the tongue 
and other troubles. The patient should be. treated 
exactly like a person recovering from an anesthetic ; 
he should not be talked to and no remarks should 
be made in his hearing. 


Treatment after Waking. 


When the patients are fully- awake their damp 
clothes are replaced by dry ones, their beds are 
remade with fresh sheets and their hot-water bottles 
are refilled if necessary. As so many of the patients 
have a feeling of nausea at this time, we have 
adopted the practice of not giving them anything to 
eat, unless they ask for it, until 3 p.m., when a 
meal consisting of two poached eggs, a cup of tea 
and as much bread and butter as they care for is 
served. 

At 5.30 p.m. they are given hot baths, and at 
6 p.m. they have a substantial supper consisting 
typically of grilled chops, mashed potatoes, bread 
and butter and pudding. They are then allowed to 
sit by the fire or otherwise occupy themselves until 
8 p.m. 

If a conveniently situated occupational therapy 
room was available we should certainly make use of 
it, as we think the plan adopted in Miinsingen of 
removing the patients from the insulin treatment 
ward during the afternoon and providing them with 
appropriate occupation has much to recommend it. 


States of Excitement. 


Probably the most difficult and certainly the most 
embarrassing problem that arises in the course of 
treatment is the management of states of excite- 
ment. With a few premonitory symptoms, such as 
restlessness, manic elation or blood-curdling cries, 
the patient passes rapidly into a state of wild excite- 
ment. He flings himself about, assumes a position 
of opisthotonus, twists and turns, lashes out with 
his arms and legs and struggles insensately with 
the nurses. All his movements are carried out with 
extraordinary abruptness and regardless violence. 
Occasionally, at the beginning of his excitement, the 
patient apologizes for his actions and says he is 
unable to behave otherwise. Often the state of 
excitement is succeeded by coma within a reasonable 
period; but if it shows signs of continuing 
indefinitely we terminate the hypoglycemia by tube 
feeding with glucose. On the next day of treat- 
ment we reduce the dose of insulin by ten or more 
units, and at the first signs of excitement we give 
the patient glucose solution to drink. We find that 
if this procedure is persisted in day after day the 
patient’s reaction to his hypoglycemia changes and 
he passes smoothly into a state of coma and gives 
no subsequent trouble. 
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During the state of excitement it is necessary to 
control the patient in some way to prevent his 
jnjuring himself. We prefer that this control should 
be exerted by nurses rather than by mechanical 
means. Some workers place the patient in a padded 
room and let his excitement work itself out,’ but 
with this procedure it seems impossible to maintain 
sufficiently close observation ofthe patient. 


Number of Patients Safely Treated by one Doctor. 


The question arises as to how many patients can 
be safely treated at the same time by one doctor. 
The number will depend to some extent upon the 
suitability of the treatmeft room itself (whether it 
permits of the convenient arrangement and 
simultaneous observation of all the patients) and 
still more upon the number and experience of the 
nurses available. We think, however, that even in 
the most favourable circumstances six patients 
should be the maximum. Emergencies, especially 
states of excitement, quite commonly occur in two 
or more patients simultaneously, so that even with 
six patients it is best to have another doctor within 
call. With two doctors who are constantly present 
during the last two and a half hours of treatment 
it is possible to treat the patients satisfactorily in 
batches of ten. We find that during the rush hours, 
when treatment is being terminated in a large 
number of patients in rapid succession, it is very 
desirable to have the services of one nurse per 
patient. 


The Treatment as an Art. 


Sakel, in all his writings, emphasizes the fact that 
the insulin treatment of schizophrenia is above all 
an art. Individual patients react so differently to 
the treatment that it cannot be carried out 
mechanically. For example, a state of coma that 
is too light or too deep, too long continued or too 
soon interrupted, will give less satisfactory results 
than one exactly adapted to the individual patient’s 
needs. It is important to recognize when a patient 
requires a rest from treatment and to know how 
prolonged this rest should be. We are accustomed 
to give one or more rest days following epileptiform 
seizures, a significant rise of temperature, or a very 
deep coma. It is always a problem to know when 
to stop the treatment. Sakel’s recommendation 
that the treatment should be continued until the 
patient is free from symptoms both during and after 
the hypoglycemic period cannot always be carried 
out. We find that some patients after protracted 
treatment become “insulin sick”, that is, show signs 
of toxemia, as evidenced by a rising pulse rate, 
vomiting after the glucose feed and a mild cachexia. 
In these circumstances treatment has to be 
terminated even if recovery is not complete. 
Fortunately insulin sickness does not usually occur 
until a large number of treatments have been given. 
According to Frostig, at the University Clinic in 
Vienna they have come to think that fifty deep 
comas should be the maximum number given in any 
one course of treatment, and that fifteen comas are, 
on an average, not sufficient. 





Psychotherapy cannot be neglected at any stage 
in the treatment; in fact, we employ it throughout 
in the form of suggestion and encouragement. We 
do not for one moment believe that insulin treat- 
ment is dependent for its results on psychotherapy, 
but the creation of an atmosphere of hope and 
expectation of recovery is an important adjunct to 
any form of treatment. The creation of such an 
atmosphere is easy, not only because we ourselves 
and the nursing staff believe in the efficacy of the 
treatment, but also because the sight of others 
recovering convinces the patients of their own 
curability as nothing else could do. At all stages in 
the treatment care should be taken not to irritate 
or upset the patients by tactless remarks, unreason- 
able exhortations or constant nagging about their 
faulty behaviour. Further, it is important not to 
probe too deeply into their mental life or to ask too 
searching questons in an endeavour to ascertain the 
extent and completeness of their recovery; although 
one of the most remarkable things about the treat- 
ment is the way in which under its influence the 
patients show cooperation and friendliness and 
become more communicative and accessible. 


Hypotheses as to the Modus Operandi of Insulin 
Treatment. 


Nothing is known for certain as to how the treat- 
ment produces its effects, but numerous speculative 
explanations have been offered. Of these by far the 
most arresting, though not perhaps the most 
illuminating, is that of Dr. Smith Ely _ Jelliffe, 
whose ipsissima verba we shall quote in part: 


The death threat by the withdrawal of glycogen forces 
a definite withdrawal of libido from the aggressive hostile 
anal, oral and other negativistic behaviour patterns. The 
coma, to say nothing of its antecedent less regressive 
phases, brings the individual practically into an intra- 
uterine bath of primary narcissistic omnipotence. By the 
hypoglycemic threat we can envisage a type of phylo- 
genetic dissection by a metabolic tool from the frontal fore- 
brain back to the medullary, respiratory and vagus nuclei 
and a decerebration experiment of a very subtle form by 
a pharmaco-dynamic type of instrumentation. 


He goes on to explain that there are death threats 
and death threats: 


The hypoglycemic death threat is unique. Genetically 
considered it may be thought of as a very primordial, 
primitive and massive type of threat which strikes at the 
initial stages of life’s upholding... When it is recalled that 
even before primitive life appeared on the earth primitive 
carbohydrates were formed by the action of ultra-violet 
light on CO,, H20 and NH, it requires little paleo- 
chemical insight to realize that carbohydrates were among 
the first energy transforming substances which created life. 
The stages of this upbuilding shall not be rehearsed here, 
but emphasis upon carbohydrate utilization in muscle- 
nerve functioning has a long phyletic history, hence the 


. death threat is a much more vital one coming from this 


direction than from almost any other. This thought could 
be expanded a thousandfold and is of no small significance 
in the startling and dramatic clinical pictures which are 
seen in the insulin therapy of the schizophrenic. 


Apart from the psychological and _ psycho- 
analytical theories, many attempts have been made 
to account for the effects of insulin treatment; but 
as none of them is based on physiological or patho- 


























































104 THE MEDICAL JOURNAL OF AUSTRALIA. 


January 15, 1938. 





logical proofs, it does not seem profitable to con- 
sider them here. Several of them are referred to in 
Dr. Wilson’s report. We ourselves adopt as a work- 
ing hypothesis the view that schizophrenia is 
essentially a deficiency disease, comparable with, 
but not so simple as, myxeedema, and that in 
schizophrenics there is a lack of some catalyst or 
hormone, the presence of which is necessary for the 
proper carrying out of the biochemical reactions 
which condition the healthy functioning of the 
neurones and their synapses. We attach particular 
importance to the condition of the synapses because 
we think that the intrapsychic ataxia, which is so 
characteristic of schizophrenia, is simply an expres- 
sion of abnormal functioning of the synapses. 
Insulin may produce its effects directly by improv- 
ing the carbohydrate metabolism of the whole body, 
including the brain, or, indirectly, by stimulating 
hormone production in other endocrine glands, 
particularly the pituitary gland and the adrenals. 
It has to be remembered in this connexion that the 
adrenal glands of schizophrenics are always found 
at autopsy to be smaller than normal, and 
schizophrenics characteristically lack the vivacity 
and alertness that go with actively functioning 
adrenals. 

It may be noted, too, that the anterior lobe of the 
pituitary gland normally secretes a diabetogenic 
hormone which tends to counteract the hypo- 
glycemia-producing effect of insulin after injection ; 


and Dr. Corkill, of the Baker Institute for Medical 
Research, tells us that he has recently made from 
the posterior lobe of the pituitary an extract called 
“eontrainsulin” which immediately relieves insulin 
hypoglycemia, although alone it has no effect on 


the blood glucose level. It is not unreasonable, 
therefore, to think that injections of insulin must 
have a powerfully stimulating action on the 
pituitary gland as a whole, 

It may be that insulin, or the hypoglycemia that 
it causes, has a stimulating effect on the sympa- 
thetic centres in the hypothalamus, a region of the 
brain that plays so important a part in the produc- 
tion of the symptoms of schizophrenia; but to 
unsupported speculations there is no end. 


Prognosis. 


The Swiss workers contend that no prognosis can 
be given in any individual case until the effects of 
treatment have been tried. Sakel stresses the 
importance of the duration of the illness and claims 
that in new cases (by which he means patients 
whose symptoms have been apparent for less than 
six months) 70% have full remission, while in old 
cases, namely, patients who have been psychotic 
for over six months, only about 20% have full 
remission. We ourselves think that in addition to 
recentness of onset the patient’s character and 
previous mental attainments are important factors 
in prognosis. The outlook is better for a patient 
who has made a more or less successful adaptation 
to life and then broken down than for one who has 
never been able to cope with his circumstances at 





all. The younger the patient when symptoms first 
appear, the worse the prognosis. The outlook is 
relatively favourable for paranoid patients and for 
those running a naturally remitting course. The 
prognosis is bad in bland hebephrenia or silly 
dementia and it is uncertain in katatonic stupor. 
For some unexplained reason females, other things 
being equal, do less well than males. 


Results. 

We have treated in all nineteen patients, and the 
majority of them were not selected by ourselves, but 
were accepted for treatment because’ of the urgent 
representations of relatives and for other non- 
psychiatric reasons. Only two of them were recent 
cases. It will be apparent that our material is 
valueless for statistical purposes. To obtain reliable 
statistics it would be necessary over a long’ period 
to treat every schizophrenic entering the hospitai. 
To treat every alternate patient in order to 
establish controls would be useless unless a very 
large series of patients was dealt with, because no 
two patients are alike. It would in any event be 
unthinkable to deprive so many patients of their 
only chance of recovery for the sake of demonstrat- 
ing statistically the effectiveness of the treatment. 
We shall not listen to those who suggest that the 
patients’ improvement is really due to the nursing 
and special attention lavished upon them, for their 
improvement is different in kind and gives a totally 
different impression from the improvement that 
occurs spontaneously or as the result of other forms 
of treatment. The rapidity of the improvement, its 
completeness and the way it is obviously. related 
in time to the treatment seem to us decisive. To 
form a judgement as to the effectiveness of the treat- 
ment it is absolutely necessary to see the patients 
before and after treatment. The sight of a carefully 
studied patient with a hopeless prognosis in 
ordinary circumstances losing his symptoms from 
day to day under the influence of the treatment, is 
more convincing than any statistics. 

Our nineteen patients belonged to the following 
categories: hebephrenic dementia precog, eight 
patients; katatonic dementia precoa, six patients; 
paranoid dementia precox, two patients; manic 
depressive insanity, one patient; obsessional 
neurosis, one patient; puerperal insanity, one 
patient. Of them, seven have attained a full remis- 
sion, seven are considerably improved, three show 
slight but definite improvement, and two are 
unchanged. 

The group of seven patients with full remission 
was constituted as follows: hebephrenia, three 
patients; katatonia, one patient; dementia para- 
noides, one patient; obsessional neurosis, one 
patient; and puerperal insanity, one patient. We 

the cases of obsessional neurosis and 
puerperal insanity as belonging fundamentally to 
schizophrenia. 

We should like to draw special attention to the 
obsessional patient because of the severity of her 
illness (which inhibited almost all her activities) 
and because of the fact that previous intensive 
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psychoanalytical treatment had not only failed to 
improve, but had actually aggravated her condition. 

One of the katatonic patients is noteworthy in 
that she achieved a full remission only after treat- 
meat had been persisted in for three months. None 
of the patients were the worse for their treatment; 
in fact, all of them gained in weight and improved 
in bodily health. The treatment has an extra- 
ordinarily beneficial effect upon acne of the face. 
This fact is particularly interesting to us because 
we have for long suspected that there is some 
obseure relationship between susceptibility to acne 
and schizophrenia on account of the frequency with 
which schizophrenics suffer from severe acne. The 
treatment always improves the condition of the 
patients’ skin whether they suffer from acne or not, 
and at the conclusion of treatment they appear as 
if they had been away at the seaside. A curious 
bronszing of the skin of the face is very noticeable 
in the afternoons and evenings following treatment. 


Illustrative Cases. 
Case I: Katatonic Dementia Precoz. 


J.S., aged thirty-six years, had been ill mentally for two 
and a half years prior to treatment and had spent the 
last eighteen months of this period in mental hospitals. 
Immediately before treatment he was dull and apathetic 
and it was difficult to gain his attention. Questioning 
simply served to release a stream of irrelevant, dis- 
connected and unintelligible chatter, which was delivered 
in a hesitant, mumbling and affected voice. At intervals 
he grinned inanely. A random sample will give an idea 
of his usual talk: 


John is my name. Raised as Mephistopheles. The 
depletion in the spaces was causing too much depres- 
sion. We found that the war had put too many people 
below the sewer; and had caused too much lack of 
effective breathing. The will was much lower than 
it had been for some considerable time. That is why 
they had the dole system brought in to raise this 
system above the sewer. There was too much dis- 
charge from the volcanoes, and the working of the 
same war causing a blacking out of the upper layers. 
That was the position. The young man had to take 
the responsibility of the world on his shoulders. The 
young man is John. (He laughs foolishly.) 


Treatment was commenced on May 25, 1937, by the 
injection of twenty units of insulin. His progress during 
the first few days was not very encouraging, for on the 
fourth day he said: “This pulse doesn’t work in the usual 
way. It revolves at a different rate from adjacent stars. 
It revolves from a separate system far below us. This 
pulse and ear function by the seasons.” 

On the eleventh day, with seventy units of insulin, he 
became comatose for the first time; and on the same 
evening he was distinctly brighter, and more sensible and 
coherent in his talk. 

On the thirteenth day he astonished us by remarking: 
“I am feeling very much better and my thinking is 
clearer. I feel more normal. I once thought that every- 
thing I thought was known. I’ve got my individuality 
back. I have no longer the feeling of a depressing pull 
from outside.” 

On the eighteenth day treatment had to be interrupted 
on account of ‘the occurrence of an epileptiform seizure. 

Treatment was terminated on the twenty-sixth day, not 
because his recovery was complete, but because of the 
persistent recurrence of troublesome cyanosis and epilepti- 
form convulsions, and also because of his very low blood 
pressure. As the result of treatment he showed remarkable 
improvement, but was still constrained in manner and 
affected in speech. His talk was now sensible, relevant 
and coherent, and he showed spontaneity, initative and 





sociability. He was sent to work at the carpenter’s shop, 
being considered not yet fit to earn his living in the 
outside world. 


This case is reported because it illustrates very 
well how intrapsychic ataxia yields to treatment, 
but reminds us that danger to life, that is, the 
occurrence of circulatory failure and persistent 
epileptiform convulsions, has to take precedence of 
all other considerations. 


Case Il: Hebephrenic Dementia Precoz. 

A.W., aged twenty-four years, single, had been mentally 
ill for over three years before treatment with insulin. 
His illness started with insomnia and delusions of 
reference. Later the accidental perusal of a Seventh Day 
Adventist health book led to his becoming a fanatical 
vegetarian. His generally eccentric behaviour and his 
insistence on his mother and brother going without meat 
made it necessary to commit him to Royal Park Mental 
Hospital on August 24, 1935. Subsequently he was trans- 
ferred to Kew Mental Hospital, where he was considered 
to be a typical hebephrenic. There he stated that he had 
made a scientific discovery of the first magnitude, namely, 
that the brains of certain people transmit and receive 
wireless messages and that he was one of these people. 
He was sent to Mont Park on May 24, 1937. He explained 
that he was suffering from radio-activity of the mind and 
that impulses from his mind could be heard by other 
people. 

On June 10 insulin treatment was commenced. On the 
fourth day of treatment he said: “I can’t hear that chap 
I usually hear at all today. There’s less concentration 
outside, I should say.” 

On the sixth day he remarked: “I don’t hear any voices 
now. If they are there they are too faint to be audible.” 
He passed into a coma on the twelfth day with seventy 
units of insulin. Thereafter he became comatose with the 
greatest regularity every day and showed rapid mental 
improvement, with the result that treatment was 
terminated on the twenty-eighth day. From being irrit- 
able, seclusive and suspicious he became genial, friendly 
and sociable. He showed considerable, but not complete, 
insight into his past illness and retained to some slight 
extent his constrained manner and affected tone of voice. 
He has been home for some time and has continued to 
improve. 


Some time later his father kindly sent us a letter 
giving in tabulated form his son’s condition before 
and after treatment, and we reproduce this because 
of its independent testimony and intrinsic interest: 





Before Treatment. After Treatment. 


1.Was given to talking to 1. No more of this. 
himself, or rather “broad- 
casting” as he put it, 
lectures and messages to 
invisible people. 

. Complained of certain 
voices persistently . urging 
him to action, and was sus- 


tw 
do 


. These things have not 
recurred. 


by people in the street 
him 


.He sits at meals with the 
family and makes no com- 
ment on the fact that all 
are having meat foods. 

. There is no evidence that 
this delusion persists. 


t was dangerous for his 
mother and younger brother 
to eat meat foods in his 
presence. 

4. He had a delusion that he 
was the father of his 
youngest brother, so that 
on a sudden impulse he 
would attack him to chas- 
tise him for asking for 
meat. 

Was frequently criticizing 5. Has not returned to the 

churches and saying that he attack. Has stated that, if 

was finished wit them asked, he will take the 

(though he had formerly organ at early communion. 

been a lar choir singer 

and occasional organist). 

Had - to — < 6.He now ——— oe 

on meeting a , ev custom: act of polite- 

though I did so in his ness. * 


company. 


+ ad 
— 


— 


* 
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His father’s letter ended by saying: 


To sum up, he is now in a state of health that all the 
authorities I consulted, wrote or listened to assured me 
was in the last degree unlikely to be experienced by him. 
I feel that if his courage and confidence in his ability 
to become a wage earner are kept up until this happens 
he will live a happy life. 


Case III: Hebephrenic Dementia Precoz. 


F.M., a male, aged nineteen and a half years, single, 
came to Mont Park on July 24, 1937, from the psychiatric 
clinic of the Royal Melbourne Hospital and was admitted 
as a voluntary boarder. His father, who accompanied him, 
said: “The patient has had two breakdowns. He had the 
first one three years ago when he was sixteen; he was 
queer for about a week; he used to become vacant and 
stupid, staring in front of him. This time he has been ill 
for about three months, off and on. He doesn’t get to sleep 
until about 2 a.m. He thinks that everyone is trying to 


do him an injury, the more so if they happen to be Roman | 


Catholics. 
signs. He asks me strange questions; 


He makes queer signs; he thinks they are lodge 
for example, he 


will see something on the wall of a blue colour and will | 


He has always been a good boy, 
he never goes out at 


ask me why it is blue. 
the pride of his mother’s heart; 


night and doesn’t drink. Two days ago he had a fainting | 


attack.” 

On admission to hospital he was restless and fidgety, 
aggressive and complaining; in fact, there was no pleasing 
him. He said: “I complain of nervousness. I have been 
working for a man who was doing his work by the wrong 
methods. I left the job of my own accord about seven 
weeks ago. The man who was doing his work by the 
wrong methods was dominated by other people, and these 
people were putting business worries on him, and he was 
passing these worries on to me. The last time when they 


put the worry on to me I tried to get the man to alter his 


methods.” 
having caused the death of Marconi. 

Insulin treatment was started on July 27 with twenty 
units. On the sixth day of treatment (45 units of 
insulin) he seemed worse than when admitted to hos- 
pital. He said: “I feel as if I had nothing in me except 
liquid ammonia. 
side of the head; it’s hemorrhage.” On the eighth day 
(55 units of insulin) he appeared a little better and was 
not so restless. 


On the twelfth day (90 units of insulin) he said: “These | 
| the end of the treatment, he became cyanosed and com- 


injections make a rush of blood from the legs; they make 
my nerves go dead; at 6 p.m. I feel better; by then the 
injections have worked out of the body.” On the fourteenth 
day (110 units of insulin) he was indisputably better. He 
said: “I’ve dropped my worries since I’ve come here and 
have had a good rest.” Later, in hypoglycemia, he became 
wildly excited. On the sixteenth day (100 units of insulin) 
he passed into deep coma for the first time. 


From this point onwards he steadily improved. On the 
eighteenth day he said: “I feel very well; I notice that 
I’m not so fidgety and nervous as I used to be.” After 


irritability, restlessness and delusions had all disappeared, 
and he was friendly, reasOnable and cooperative. He went 
home some time later. 


Case IV: Paranoid Dementia Precoz. 


F.B., aged twenty-six years, single, had been mentally ill 
for five years prior to receiving insulin treatment. 
symptoms developed insidiously after the loss of his 
employment; always quiet, shy and reserved, he became 
still more withdrawn into himself and grew indifferent and 
depressed. Sometimes he distressed his relatives by his 
unreasonable irritability and violence. Later he began 
to display an unwonted and excessive social activity, going 
to dances and pictures almost every night and spending his 
money recklessly. He had many serious quarrels with his 
father, who attributed his behaviour to lack of good will. 


| from auditory hallucinations. 





The patient blamed himself unreasonably for | 


I have a rush of blood on the wrong | 


His | 
| a little later 





By July, 1934, his mental abnormality had become obvious 
to all, and he had to be certified and sent to the Receiving 
House at Royal Park, where he was insufferably irritable 
and expressed various delusions, saying that he was a 
great architect, the Kaiser et cetera. At Royal Park he 


| was given a course of thyreoid treatment without material 


benefit. In November, 1934, he was transferred to 
Sunbury Mental Hospital, where he received another 


| course of thyreoid treatment with, it is claimed, consider- 


able improvement. Shortly afterwards his parents 
removed him from that institution on trial leave. He 
carried on at home very unsatisfactorily for two years, and 
then had to be returned to hospital because of his 
impulsive violence. In July, 1936, he was transferred to 
Mont Park. Immediately before treatment he appeared to 
be in a state of repressed excitement and evidently suffered 
He said that his father was 
not his real father, that he was actually a member of the 
Royal Family, and that if he had his rights he would be 
Charles III. He was disdainful and unapproachable, and 
he resented questioning. He was restless and fidgety and 
often showed choreiform movements and grimacing. 


Treatment was commenced on April 13, 1937, by the 
injection of 20 units of insulin. At 35 units he showed 
slight sweating and complained of hunger. At 40 units 
his mental condition appeared to be worse than before 
treatment. He muttered to himself, answering 
hallucinatory voices. He said resentfully that there was 


| no point in holding the coronation in London, that the 


coronation ought to be held in his room. On the seventh 
day of treatment, at 55 units, he became excited and 
restless, muttering a lot about the Royal Family and his 
being the Duke of Windsor. Asked what kind of work he 
preferred, he said: “I like walking along a carpet just 
showing myself off and giving orders.” 

On the eighth day, two and a half hours after the injec- 
tion, he began to sweat freely and to become sleepy. He 
showed stereotyped movements and muttered continually 
and unintelligibly about dukes. 


On the ninth day, at 65 units, he seemed a little better 


| and showed some interest in his newspaper instead of 
| holding it perfunctorily in front of him. Two hours after 


the injection he perspired freely, his hands were 
tremulous and he complained of hunger. Four hours after 
the injection he had myoclonic twitching of the left 
pectoralis major muscle, and he struggled to get out of bed. 

On the tenth day he showed further slight improve- 
ment—did not mutter»so much, he was less restless and 
he did not refer to Royalty. On the eleventh day, towards 


plained of pain over the heart. On the twelfth day, four 


| and a half hours after the injection, he became very 
| somnolent. 


On the thirteenth day, following the termina- 
tion of the hypoglycemia, he became jovial, hilarious and 


| talkative, making jokes about the drink he was taking, 


and stated that he was in London at a coronation twenty- 
five years ago. On the fourteenth day, about four hours 
after the injection, he became very excited and required 
three attendants to keep him on the bed. On the sixteenth 
day, four and a half hours after the injection, he was so 


thirty-three treatments he appeared fully recovered; his | drowsy that he was scarcely able to drink his glucose 


solution. 
On the seventeenth day, at 110 units, three hours after 


| the injection, he began to jerk himself about in bed con- 
| yulsively and to show choreiform movements of the facial 


muscles. This unrest developed into wild and uncon- 


| trollable excitement, and he had to be given 200 grammes 
of glucose by nasal tube. On the eighteenth day he became 


restless about four hours after the injection, only to pass 
into a state of coma. On ithe 
nineteenth and twentieth days he passed without 
incident into a state of coma. On the twenty-first day 
his return to consciousness was noisy, and he showed 


| verbigeration and traces of echolalia. On the twenty- 


second and twenty-third days he passed uneventfully into 
coma. On the twenty-fourth day the improvement in his 
mental condition was unmistakable—he was more friendly 
and amenable, and he answered questions promptly and 
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to the point. On the twenty-fifth day his improvement was 
well maintained. He began to show insight and said that 
he no longer believed that he was related to Royalty. From 
this time onwards he passed into coma smoothly and 
regularly each day with a dose of 120 units, and he showed 
such progressive mental improvement that on the 
thirtieth day treatment was stopped. 

His improvement was now the talk of the ward, and 


one of the other patients aptly described it as “uncanny”. | 
His whole facial expression had changed. He was now | 


friendly and sociable and his emotional reactions were 
normal. He auswered questions promptly and sensibly and 
at times showed surprising flashes of wit. He took a lively 
interest in his surroundings and the problems presented by 
his own future. His parents considered that he was even 


better mentally than he had been in his pre-psychotic days. | 


It is now over three months since he left the hospital, and 
he has not suffered a relapse. 


This case is reported at special length in order to 
give some idea of the general course of insulin treat- 
ment and because it illustrates how insulin has 
changed the prognosis of paranoid dementia 
precor; formerly the outlook for recovery in this 
condition was extremely unfavourable, but now it is 
better than in any other form of the disease. 


Conclusions. 


The most important lesson that insulin treatment 
has taught us is that schizophrenics can be cured. 
It has swept away, one hopes for ever, the tradition 
of their incurability, which has hitherto so largely 
paralysed all therapeutic endeavour. It will not, as 
has already been noted, produce a remission in 
every patient; but, with all its drawbacks and 
limitations, it represents the greatest therapeutic 
advance in the field of psychiatry since the introduc- 
tion by Wagner-Jauregg of the malarial treatment 
of general paralysis of the insane; and no 
schizophrenic should be denied the chance that it 
offers. Even if the treatment does not radically and 
permanently alter the underlying schizophrenic pre- 
disposition, it gives to many an unfortunate patient 
a fresh start in life, fortified by the self-knowledge 
that inevitably accrues from a mental breakdown 
from which a recovery has been made, and helped 
by the understanding and charity that his illness 
will have taught his relatives. 

Finally, the success of the insulin treatment will 
powerfully stimulate further research into the 
essential nature of schizophrenia itself. 
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Tue larval or bladder worm stage (Cysticercus 
bovis) of Tania saginata of man has been the 
subject of many papers since Leuckart in 1861 
demonstrated the connexion between the two. He 
rendered calves measly by feeding them with pro- 
glottids of Tenia saginata. 

It is generally agreed that Cysticercus bovis can 
occur in almost any portion of the body of the ox. 
We have found it in all parts except the bones, 
spleen, pancreas, and spinal cord. We do not 
suggest that the cysticerci do not occasionally occur 
in these parts, as we have not adequately examined 
them in a large series of heavily infested animals. 
There is general unanimity of opinion that muscle 
is the most favourable situation for the develop- 
ment of Cysticercus bovis, but opinion is very 
divided as to which muscles are the most frequently 
infested. In most reports on the subject the exact 
methods of inspection are not clearly defined, and 
they are probably not uniform. It is very likely 
that some parts of the carcass have received a 
close inspection and others practically none. 

We have examined 175 experimentally infested 
animals. In 20 the whole of the dressed carcasses 
and many of the organs were completely cut up 
into slices approximately 0-6 centimetre (one-quarter 
of an inch) in thickness. Numerous incisions were 
made into various parts of the other carcasses. 
Excluding the heart and masticatory muscles, at 
times we noted that in heavily infested oxen cysts 
were most frequently found or were more concen- 
trated in the whole or portions of the psoas, the 
adductor muscles of the thigh, the sacrospinalis, the 
scapular muscles or the neck muscles. We have no 
numerical statements to prove or disprove these 
occasional observations, but when looking back we 
might say that of the muscles of the dressed 
carcass, the psoas and the adductors of the thigh 
appear to have been the most frequently or most 
heavily infested. 

It must be admitted that cysticerci can occur 
anywhere in the body, but our observations are in 
accord with the old view that the heart and the 
masticatory muscles are the most consistently 
favoured sites. Ostertag™) (1984) and others have 
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expressed this opinion ; but Ostertag gives figures to 
show that the masticatory muscles are very much 
more frequently infested than the heart. We do not 
agree with this view, and we consider that his 
figures regarding the relative frequency are probably 
due to lack of uniformity in the examination of 
the two parts concerned. In our opinion, the heart 
on the average contains twice as many cysts as the 
masticatory muscles, and in one-cyst infestations it 
is twice as frequently infested as the masticatory 
muscles. 


Nakanishi’ (1926), after examining 153 infested 
calves, did not commit himself to anything more 
than the statement that the heart and the skeletal 
muscles were the most favoured sites. He considered 
that of six calves with generalized cysticercosis, 
one calf (Case I), which contained 10,462 living 
cysts, was lame and emaciated; another calf (Case 
Il), which contained 8,400 living and dead cysts, 
had muscle degeneration; a third calf (Case III), 
which contained 5,250 dead cysts, had brittleness 
of the bones; and three other calves (Cases IV, V 
and VI), which contained respectively 3,600, 1,390 
and 862 living or dead cysts, had a peculiar clinical 
appearance. 


From this point of view, let us consider 30 oxen, to 
each of which we administered 400,000 Tenia saginata 
eggs. The number of cysts which developed in the animals 
we estimate to have varied between 11,000 and 30,000. 
These cattle were kept on good pasture, and it cannot 
be said that at any time one would have suspected from 
their appearance that they were not quite normal. Prob- 
ably a fever developed during the early stages of the 
infestation, as in Leuckart’s experimental calves, but 
experienced cattlemen who watched the cattle closely could 
notice nothing abnormal. We also did not notice any 
peculiar clinical appearance as described by Nakanishi. 
The cattle gained weight and appeared similar in all 
respects to the control animals that were not infested. 
Even young calves that were heavily infested were also 
quite normal in appearance as compared with controls of 
the same age and under similar conditions. Leuckart,® by 
giving an unknown number of eggs, actually killed a four 
weeks old calf. He fed the calf with ripe proglottids, about 
80 at the first feeding and a smaller dose eight days 
later. We have found that the number of eggs in a 
segment of Tenia saginata averages about 80,000, and 
varies in different specimens from 5,000 to 130,000.“ If 
we assume that his segments contained the average number 
of eggs, he would have given over six million at the first 
feeding. The fact that we differ from Nakanishi on the 
clinical appearances of infested cattle may be due to 
different feeding conditions of the cattle. Ours were kept 
on very good pasture. 


Valade® (1927), from statistics collected at the 
abattoirs of Homs, considered that the diaphragm, 
the psoas, the heart, the masticatory muscles, the 
adductor muscles of the thigh and the superior 
cervical muscles were the most favoured sites for 
Cysticercus bovis. He considered the diaphragm to 
be more frequently infested than the masseter 
muscles. We do not agree with this view. We are 
certain the heart is easily the most frequently and 
most heavily infested site in the large majority of 
infested oxen, and that the masticatory muscles are 
the second favourite. We are of the opinion that the 
“thick skirt” and tongue are also favourite sites; 





but we could not be dogmatic and place them before 
certain other parts of the carcase, especially the 
intraabdominal portion of the psoas. Actually it is 
the concentration of cysts per unit volume that 
really indicates the true sites of election. 

We shall give our findings in 145 infested oxen, in 
which the total number of cysts in the heart, the 
masticatory muscles, the diaphragm (“thick skirt’) 
and the tongue were accurately counted. These 
tissues were carefully cut up into slices 03 to 0-6 
centimetre (one-eighth to one-quarter of an inch) 
in thickness, but nearer 0-3 centimetre (one-eighth 
of an inch). The complete heart and masticatory 
muscles (masseters and pterygoids) were examined, 
but the tongue and diaphragm were not complete. 
The portion of the tongue examined was really the 
blade or anterior two-thirds, being separated from 
the remainder by a transverse incision at right 
angles to the surface and just posterior to the 
foramen caecum. The portion of the roots ventral 
to the lingual nerve was also cut away and rejected 
before examination was commenced. This was found 
desirable because of the difficulty experienced in 
finely slicing and counting the cysts in the rejected 
portions. However, we do not consider, as is often 
stated, that cysts are much more frequent in the 
roots than in the blade of the tongue. It was our 
wish to examine with the same degree of accuracy 
and with the least possible chance of error the same 
portions of every animal. That portion of the 
diaphragm in which the cysts were counted was 
the “thick skirt” or the muscular portion attached 
to the vertebra. 

The average weights of these parts, estimated in 
four carcasses, were as follows: the heart 1°8 kilo- 
grams (4 pounds), the masticatory muscles 2-0 kilo- 
grams (4% pounds), the tongue 1-5 kilograms (3} 
pounds), and the diaphragm 1-0 kilogram (24 
pounds), ratios of 32:35:26:17. Of these four 
carcasses in which the sites of election together had 
an average weight of 6-0 kilograms (13} pounds), the 
dressed carcasses averaged 314 kilograms (698 
pounds). If we subtract 15% of this weight to allow 
for bones, we find that the flesh on each dressed 
carcass weighed about 266 kilograms (593 pounds), 
that is, approximately 42 times as much as the 
sites of election. 

In Table I the results of examination of the sites 
of- election in 145 experimentally infested animals, 
aged from eight to twenty-four months, are divided 
into groups according to the degree of infestation. 
An analysis of the percentage of animals infested in 
each of the sites of election and of the percentage of 
total cysts in each site is also set down. By “total 
cysts” is meant the number of cysts in the sites of 
election only. The cysts in the dressed carcasses 
were not counted in these animals. We wish to 
stress the fact that these examinations were care 
fully undertaken by ourselves. 

Table II shows that on the average the total 
number of cysts in the sites of election are dis 
tributed in the heart, masticatory muscles, tongue 
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and diaphragm in the approximate ratios of 


8:4:1:1. These ratios hold approximately for both 
heavily and lightly infested animals, and, therefore, 
when only one cyst is present in the sites ‘of election 
of each animal, the percentage of animals infested 
in each site is ‘in the same ratio, that is, approxi- 
mately 8:4:1:1. This ratio does not very closely 
correspond with that which we have found in a 
group of only 27 one-cyst infested animals (Group 
4A), but if a much larger group was examined we 
suggest that the ratio 8:4:1:1 would be approxi- 
mately correct. 





The results of these examinations are important 
from the practical aspect, because the method of 
examination for Cysticercus bovis varies consider- 
ably in different parts of the world. A logical 
method should be adopted, by the use of which the 
inspector will detect the highest percentage of 
affected animals with the least amount of work and 
of damage to the carcasses. Almost any method of 
meat inspection will permit the detection of the very 
heavily infested and therefore the most objection- 
able carcasses, but in some countries it is desirable 
in addition to detect and treat those only lightly 


TABLE I. 
The Number of Cysts in the Sites of Election of 145 Experimental Ozen. 
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The Number of Cysts in the Sites of Election of 145 Experimental Ozen.—Continued. 
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TABLE I.—Continued. 
The Number of Cysts in the Sites of Election of 145 Experimental Oxen.—Continued. 
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infested. The thoroughness of the examination and 


lightly infested carcasses. We are not considering 


the strictness of the methods of disposal of affected | the methods of disposal of affected carcasses; but 


carcasses naturally should vary according to local 
conditions, amongst which are the beef-cooking 
habits of the consumers, the delicacy of their 
esthetic feelings, the frequency of incidence of 
Cysticercus bovis and the economic loss entailed by 
the wholesale condemnation or freezing of slightly 
infested carcasses. This paper is written primarily 
to set down the method of examination that should 
be employed, if it is considered necessary to detect 





we wish to point out that a strict method of meat 
inspection is warranted only when a strict method 
of disposing of carcasses found affected is also con- 
sidered necessary. The anomaly of a strict method 
of inspection and a lax method of disposal, or vice 
versa, should not exist. 

The tongue is a fairly valuable portion of the 
carcass, and in view of the relatively small chance 
of its being infested, we would suggest that it should 


TABLE II. (Data collected from Table I.) 
The Percentage of the Total Number of Cysts in each of the Sites of Election and the Percentage of Animals Infested in each of the Sites of Election. 
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not be damaged by incisions. Small incisions in the 
roots of the tongue might be employed, but such 
small incisions expose relatively little muscle sur- 
face for the amoant of the inspector’s time involved. 

The diaphragm, as compared with the tongue, 
having regard to their respective weights, is a more 
favoured site. Because of its nature (coarse muscle 
bundles between which there are frequently 
accumulations of fat and of connective tissue), the 
diaphragm has to be moderately slowly examined. 
However, unless a very high standard is required, 
we do not think it necessary to examine either the 
diaphragm or the tongue. 

The heart and masticatory muscles are the two 
sites in which the cysts are most concentrated, 
anf which are easily examined by incisions 0:3 to 
0-o centimetre (one-eighth to one-quarter of an inch) 
apart. The weight of the two parts is prac- 
tically the same, and because of the results of our 
examinations shown in the tables, we consider the 
chance of finding a certain number of cysts in the 
heart is twice that of finding them in the 
masticatory muscles, if the same area of surface of 
each is exposed. However, examination of the 
masticatory muscles can be performed a little more 
rapidly than that of the heart, so from the prac- 
tical aspect the difference is not as great as that 
determined by weight and number of cysts. We 
suggest that the heart should be completely cut up 
and examined, and if further examination is to be 
undertaken, the masticatory muscles should then 
be incised. 

Incisions in other parts before these two sites are 
completely examined appear to us to be a waste of 
time. Vague searching all over the carcass is not 
desirable, unless the examiner has already detected 
infestation in the sites of election and is trying to 
assess the degree of infestation of the dressed 
carcass, From an experiment performed by Dr. 
J. A. Gilruth, and in which we were permitted to 
participate, it can be taken that if the sites of 
election together contain about four cysts, a similar 
number, on the average, will be present in the 
dressed carcass. However, he found that some 
animals may have this number of cysts in.the sites 
of election and yet be entirely free of infestation in 
the dressed carcass. Dr. Gilruth’s most careful 
examinations were carried out on eight lightly 
infested animals. The entire dressed carcasses, after 
being boned and rolled, were cut with a bacon- 
cutter into slices approximately 0-48 centimetre 
(three-sixteenths of an inch) in thickness. 

Our examinations have shown that if the sites of 
election are heavily infested, the dressed carcass is 
almost invariably also moderately heavily infested, 
and that the total number of cysts in the dressed 
carcass far exceeds that in the sites of election. 
That is, the distribution of cysts between the sites 
of election and the dressed carcass is not the same 
for heavily and lightly infested animals. Instead of 
the ratio being 1:1, as in lightly infested animals, 
according to Dr. Gilruth’s experiment it may be 
in the region of 1:20 in very grossly infested 





animals (having, for example 1,000 to 1,500 cysts in 
the sites of election). Whether or not this is due 
to the development of local immunity in the sites of 
election as a result of overcrowding, we have not 
determined. At first sight it seems curious that the 
frequency of distribution of cysts between the 
different sites of election should be similar in both 
lightly and heavily infested animals, while in these 
two classes it is greatly dissimilar between the sites 
of election taken together on the one hand and the 
dressed carcass on the other. 

The heart and masticatory muscles, even in 
grossly infested animals, are the sites of election 
when we take the weight of the different muscles 
into account. Although twenty cysts may be present 
in the dressed carcass for each one in the sites of 
election, the dressed carcass is approximately 42 
times the weight of the sites of election; therefore, 
the cysts are only half as concentrated in the 
dressed carcass, weight for weight. By close 
examination of the heart’s and masticatory muscles 
approximately 88% (see Table II) of animals can 
be found to have a degree of infestation of one to 
three cysts in the sites of election. Dr. Gilruth 
has shown that some animals, lightly infested in the 
sites of election, are not infested in the dressed 
carcass, and if animals are not infested in the sites 
of election the chance of their being infested in the 
dressed carcass is very small. We have found only 
two instances of the latter; on each occasion only 
one degenerated cyst was found in the dressed 
carcass. With regard to the masticatory muscles, 
we have found, over a series of 40 infested cattle, 
that the masseters on the average contain two and 
a half to three times as many cysts as do the 
pterygoids. This can be accounted for entirely by 
weight, as the masseters are approximately two and 
a half times as heavy as the pterygoids. 

It must be remembered that our ratio 8:4:1:1 is 
calculated on average figures. In individual animals 
variations from the average are moderately marked, 
but they are not sufficient to make us alter our 
views. That is, the mode is materially the same as 
the average, 8:4:1:1. 


Conclusions. 


1. On the average the distribution of cysticerci 
between the heart, the masticatory muscles, the 
tongue and the diaphragm is in the ratio of 
approximately 8:4:1:1. When only one cyst is 
present in these sites of each infected animal, the 
chance of its existence in any of them is in the same 
ratio. 

2. Approximately 88% of animals containing 
only one to three cysts distributed in the heart, the 
masticatory muscles, the tongue or the diaphragm 
will have their infestations detected by complete 
examination of the heart and masticatory muscles 
alone (see Table IT). 

3. Probably 100% of animals containing four or 
more cysts distributed in the heart, the masticatory 
muscles, the tongue or the diaphragm will have their 
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infestations detected by complete examination of 
the heart alone. 

4. In light infestations the distribution of eysts 
between the dressed carcass and the sites of election 
is approximately 1:1. 

5. In very heavy infestations the distribution of 
cysts between the dressed carcass and the sites of 
election may be of the order of 20:1. 
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MAGNESIUM AND CARBOHYDRATE METABOLISM. 





By A. B. Corxit, M.B., B.S., D.Se. (Melbourne), 
AND 
A. H. ENnor. 


(From the Baker Institute of Medical Research, 
Alfred Hospital, Melbourne.) 





LitrLeE appears to have been known of the 
metabolism of magnesium until McCollum) and 
his co-workers convincingly showed that this sub- 
stance was essential to life. From experiments on 
rats and dogs they found that if magnesium was 
reduced in the diet, marked physiological distur- 
bances occurred, namely, vaso-dilatation, cardiac 
acceleration and, finally, convulsions leading to 
death of the laboratory animals. To _ this 
syndrome the term “low magnesium tetany” has 
been applied. The necessity for the employment of 
such a new term lies in the fact that this type of 
tetany is not accompanied by a low serum calcium. 
In this connexion it is interesting to note that the 
serum magnesium of cows is lowered in “grass 
tetany”. 

The possibility that magnesium might also play 
a part in the control of carbohydrate metabolism 
is suggested by the results of two recent investi- 
gations. Thus Franke‘) reported that magnesium 
chloride, administered by means of a slow intra- 
venous infusion to adult rabbits, caused a marked 
deposition of liver glycogen. Reid) studied the 
same problem on cats under chloralose anesthesia, 
but obtained no clear evidence that magnesium 
chloride accelerated glycogen formation from 
glucose. However, he suggested that magnesium 
depressed tissue metabolism and, therefore, by 
leaving more glucose available for glycogen forma- 
tion, might well be the cause of the high liver 
glycogen values that were found by Franke in 
animals that were not deprived of food before the 
administration of magnesium. 











Franke’s observations seemed to be of sufficient 
interest to warrant careful examination, and it was 
decided to repeat his experiments on young rabbits, 
which are known to afford critical conditions for 
comparative studies on liver glycogen (Goldblatt? ). 
In addition, we were interested in the hyperglycemia 
that had been reported to occur under the influence 
of magnesium. In our own experiments we have 
confirmed this latter finding, and we have made 
an attempt to elucidate the mechanism of its 
production. 


Methods. 


Young rabbits from the one litter, from seven to 
ten weeks old, were used. Food was withheld for 
twenty-four hours before all experiments. Liver 
glycogen was estimated in animals receiving mag- 
nesium chloride and also in others which served as 
normal controls. MgCle.6H,0 in a 35% solution 
was used in all instances, and the solution 
was titrated against standard silver nitrate to 
estimate its chloride content. From this the actual 
magnesium content was calculated. Considerable 
difficulty was encountered in restraining young 
rabbits for the duration of an experiment, which 
varied from one to two hours. The usual rabbit 
box, which is eminently suitable for adult animals, 
was quite unsatisfactory for these smaller ones. 
After considerable experimentation a plaster cast 
in two horizontal sections was constructed (see 
Figure I). In an actual experiment the rabbit is 








placed in the lower half of the cast and the upper 
half is then applied. The latter, as is shown in 
Figure I, fits comfortably over the animal, and 
whilst not exerting undue pressure and allowing 
some movement, prevents wild struggling with 
possible dislodgement of the needle in the marginal 
ear vein. 

The rabbit is placed in the cast, as above 
described, and a needle, attached to the slow 
infusion apparatus described by Burn and Dale,“ 
is inserted into the marginal ear vein and held in 
position with a small paper-clip. After a few 
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minutes have been allowed for the animal to settle 
down, an initial sample of blood is taken for glucose 
estimation and the magnesium chloride solution is 
allowed to flow by releasing a clip on the rubber 
tubing. The infusion is kept at a steady rate during 
the experiment, but the actual amounts, as will be 
seen from Table I, have varied in different experi- 
ments. The amounts of magnesium chloride infused 
have usually been well under those required to 
produce narcosis. Occasionally, however, a rabbit 
has shown slight signs of narcosis, and in all such 
instances the experiment has been disregarded. 

After a known amount of magnesium chloride 
had been infused the animal was killed and the liver 
glycogen was estimated by the method of Lovatt 
Evans."® In addition, a litter mate was also killed 
and a control glycogen estimation was made. The 
blood glucose content was estimated by the method 
of Hagedorn and Jensen. 


Results. 


In Table I the results of several experiments on 
young rabbits are shown. Values for liver glycogen 
and blood glucose are shown for normal animals 
and for those receiving magnesium chloride. If 
the table is read horizontally, the animals in the 
control group correspond to the same litter as those 
in the experimental group. From these results it 
cannot be claimed that under the above experimental 


conditions magnesium has caused any accumulation | 


of liver glycogen. Actually the control values are 
slightly but consistently higher. In all instances 
there appears to be a slight but quite definite hyper- 
glycemia after the infusion of magnesium chloride. 

Apart from young rabbits, a few experiments have 
been carried out on semi-adult animals that were 
deprived of food for forty-eight hours before the 
experiment. It has been our experience that 


glycogen estimations on adult rabbits are, by | 





reason of the great variations found in normal 
controls, apt to give rise to erroneous conclusions. 
Unless a large number of animals are investigated 
the effect of a certain agent on liver glycogen may, 
in the hands of different workers, be apparently 
either a decrease or a gain. 

In Table II the results of experiments on three 
semi-adult animals are shown, and here again the 
effect of magnesium is certainly not similar to that 
described by Franke. Naturally the group is a smal! 
one, but when these results are taken in conjunction 
with the figures given in Table I, we cannot ascribe 
any glycogenic influence to magnesium. 


Hyperglyczemic Action of Magnesium Chloride. 


The next series of experiments was planned to 
elucidate the nature of the hyperglycemic action of 
magnesium chloride. That this is a definite 
phenomenon is seen when a series of blood glucose 


| estimations is made during the course of a mag- 
| nesium chloride infusion. A typical result is shown 


in the following experiment. 


An adult rabbit, weighing 2-37 kilograms, was deprived 
of food for twenty-four hours. Magnesium chloride was 
administered intravenously at the rate of 36 milligrammes 
of magnesium per hour. Blood sugar estimations were 
made at half-hourly intervals. 


Time in minutes ... — 30 60 


Blood glucose (mgm. per 
100 cubic centimetres) 108 111 119 141 136 145 
MgCl, 


Considerable variation is encountered in the 
hyperglycemic responses of rabbits, and in general 
it can be stated that rabbits showing a relatively 


90 120 150 


: high fasting blood glucose level will respond more 


readily to magnesium. This is illustrated in the 
following experiment. 


An adult rabbit, weighing 1-74 kilograms, was deprived 
of food for twenty-four hours. Magnesium chloride was 
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TABLE III. 



































P Before Operation After Operation. 
Blood Glucose in Milligrammes per 100 Cubic Centimetres. Blood Glucose in Milligrammes per 100 Cubic Centimetres. 
Rabbit Before Time in Minutes after Administration of | Before Time in Minutes after Administration of 
Number. Adminis- Magnesium Chloride. | A Magnesium Chloride. 
tration of | tration of 
l ! Magnesium | 
Chloride. 30 60 90 120 150 Chioride. 30 60 | 90 120 
j | | 
1 119 131 130 138 163 141 108 110 109 112 97 100 
2 108 110 127 135 130 129 | 93 89 2 6|~— log 88 
3 129 146 | 164 184 213 204 116 108 110 115 | 107 108 
4 131 163 179 228 224 209 118 | 115 120 116 | 108 105 
5 107 | 143 158 168 150 | 150 108 105 119 117 115 | 109 
6 108 | 129 | 158 164 168 170 104 100 98 | 100 104 











infused at the rate of 36 milligrammes of magnesium per 
hour. 
Time in minutes .. .. — 30 60 


Blood glucose (mgm. per 
100 cubic centimetres) 144 197 190 234 259 
MgCl, 


90 120 


The experiments in this latter section were carried 


out on adult rabbits placed in the usual rabbit box. 
It is important to realize this, since it may be 
argued that the hyperglycemia observed in the 
young rabbits was due not to a specific effect of 
magnesium chloride, but to attempts at struggling 
whilst placed in the plaster cast. That hyper- 
glycemia may be so produced is quite a possibility, 
that is, the so-called Fesslungs-hyperglykémie. The 
adult animals were not restrained to such an extent 
as the young ones; nevertheless it seemed desirable 
to carry out control tests with an infusion of sodium 
chloride. The result of such an — is shown 
below. 

An adult rabbit, weighing 2-5 kilograms, was deprived 


of food for twenty-four hours. Sodium chloride was infused 
at the rate of 21 milligrammes of sodium per hour. 


Time in minutes .. . — 30 60 90 120 150 


Blood glucose (mgm. per 
100 cubic centimetres) 106 T 210 115 108 112 113 
NaCl 


Three such experiments were carried out with 
similar results. It would therefore appear that the 
hyperglycemia observed in the previous experiments 
is a direct result of the magnesium chloride infusion. 

It is well known that anesthetics, asphyxia and 
bacterial infections can produce hyperglycemia 
through stimulation of the splanchnic nerves, with 
subsequent liberation of adrenaline from the supra- 
renal glands. At the outset this mechanism seemed 
to be the most likely cause of the hyperglycemia 
produced by magnesium. It might be argued that 
the absence of any obvious narcosis in our experi- 
meuts is not compatible with this latter theory. 
However, it must be realized that a mild degree 
of narcosis could easily be overlooked. Accordingly, 
in order to determine whether the suprarenal glands 
are concerned with the production of hyperglycemia 
during the administration of magnesium, a number 
of rabbits were tested before and after adrenalec- 
tomy. This operation was carried out in two stages 
by a method previously described (Cope and 
Corkill™). ‘As in these other experiments, the 
rabbits appeared well and healthy several weeks 











after removal of the second gland, and at the 
moment of writing a number of animals have sur- 
vived for as long as four months. 

The following protocol illustrates the procedure 
followed. 

On November 7, 1935, am adult rabbit, weighing 1-2 
kilograms, fasting for twenty-four hours, received an intra- 
venous injection of magnesium chloride at the rate 
of 30 milligrammes of magnesium per hour. 

On November 14, 1935, the right suprarenal gland was 
removed. 

On November 21, 1935, the left suprarenal gland was 
removed. 

On December 6, 1935, magnesium chloride administration 
was repeated. 


In Table III the results obtained in this experi- 
ment (Rabbit number 1) and in five others are 
shown. 

In several animals previously operated on the 
effect of magnesium chloride on the blood sugar was 
determined on two occasions, separated by about a 
week’s interval. Invariably the results were similar 
to those shown in Table III, namely, that in the 
absence of the suprarenal glands magnesium did not 
appear capable of producing hyperglycemia. 


Summary and Conclusions. 


1. The alleged glycogenic effect of magnesium has 
been critically studied by experiments on young 
rabbits. In no instance could it be demonstrated 
that a deposition of liver glycogen occurred. 

2. The hyperglycemic action of magnesium has 
been fully confirmed and shown to be dependent 
on the suprarenal glands. 
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Reports of Cases. 
FAMILIAL LEUCOSIS. 


By Eva A. SHIPTON, 
Sydney. 


Tue familial occurrence of certain diseases is now more 
widely recognized than formerly, and the scarcity of 
reports of familial leucosis makes the following cases of 
interest. 


Case |. 


A.H., a male, aged fifteen years, was admitted to the 
Royal Alexandra Hospital for Children on November 16, 
1936, complaining of lassitude and loss of weight. There 
was no enlargement of the glands, the liver or the spleen. 
Blood examination revealed a severe anemia: the red 
corpuscles numbered 1,960,000 per cubic millimetre and no 
definite changes were observed in the leucocytes. Four 
blood transfusions were given, and the blood picture 
gradually developed the features of an acute myelosis. 
During the course of the illness nasal hemorrhages were 
severe and the patient was consistently febrile. On 
January 22, 1937, the patient died in coma. 

A post mortem examination was made and the final 
diagnosis was as follows: “The blood pictures are those 
of a myeloid leuchemia with many cells of a very primitive 
type. Post mortem histological examination confirms this 
diagnosis.” 


Case Il. 
Mrs. R.H., aged fifty years, mother of A.H., was admitted 


to the Mater Misericordi# Hospital on September 13, 1937, | 


with a history of having been fairly well up till three 
weeks previously; but she had been told she was not 
looking well for about six weeks. 
night she had been giddy and breathless and had com- 
plained of throbbing in her head. For the three days prior 
to her admission to hospital she had had a cough and a 
sore throat and pronounced swelling of the feet. Her 
husband had died of coronary thrombosis and both her 
parents had died of tuberculosis. One son, A.H., had died 


of acute myelosis, and another child, a girl, was alive and | 


well. 


On examination the patient appeared extremely pale | 
and breathless, with an anxious expression. Her arms and | 


hands were covered with bruises, but the rest of the skin 
was free from these. Her mouth and tongue were coated 
and dirty, but no actual ulcers were present. No glands 


were palpable, the spleen was not palpable; but the liver 


was definitely enlarged. The blood picture on the same 
day gave the following information: The red corpuscles 
numbered 1,180,000 per cubic millimetre, the hemoglobin 
value was 20% (Sahli); there were no macrocytes, but 
some nucleated red cells were present. The white cells 
numbered 21,000 per cubic millimetre, of which 15% were 
neutrophile cells, 3% were lymphocytes and 82% were 
myeloblasts. The hematological diagnosis was acute 
myelosis. The patient belonged to the blood group 0. 

As the diagnosis was so obvious and as the patient was 
so distressed, a sternal puncture was not done. The 
patient gradually became worse and died on September 19. 
A high temperature was present throughout. Daily blood 
oe made and the results are shown in the follow- 
ng table: 


Date. Neutrophile 


Cells. 


Total 


Leucocytes. Myeloblasts. 


For the previous fort- | 








On November 17, 1937, the red cells numbered 
1,010,000 per cubic millimetre. 
| Two points are of interest: toxic changes were seen in 
| the cytoplasm of all the neutrophile cells and the hiatus 
leuchemicus was marked throughout. A post mortem 
examination was made eight hours after death and the 
typical histological changes of acute myelosis were seen in 
the liver and spleen. 
Both these patients, mother resided at 


Cremorne. 


and son, 


Case Ill. 

Mrs. C., aged fifty-five years, residing in Hornsby, was 
seen at a private hospital with a severe sore throat and 
necrotic ulcers on the tonsils and mucous membrane of 
the mouth. A blood count gave the following information: 
The red corpuscles numbered 1,800,000 per cubic millimetre 
and the hemoglobin value was 38%. The white corpuscles 
numbered 44,000 per cubic millimetre, of which 5% were 
neutrophile cells, 92% were myeloblasts and 3% were 
lymphocytes. Toxic changes were observed in the cyto- 
plasm of all the neutrophile cells and 3% of the 5% were 
band forms. The hematological diagnosis was acute 
myelosis. 

The patient died one week later. 

During the course of conversation the patient, Mrs. C., 
informed the nursing staff that her sister’s son had lately 
died of an acute blood disease. Owing to the kindness of 
the patient’s husband, who willingly supplied all particu- 
lars, it was discovered that the boy’s condition had been 
diagnosed in Sydney Hospital as acute myeloid leuchzemia 
and that he had died a month later in a private hospital 
under a doctor in North Sydney. This patient had lived 
| in the eastern suburbs. 





Case IV. 


j Gloria J., aged seven years, was admitted to the Mater 

Misericordie# Hospital on October 1, 1935, with the follow- 
| ing blood picture: The red corpuscles numbered 1,580,000 
| per cubic millimetre and the hemoglobin value was 30% 
(Sahli). The white corpuscles numbered 4,600 per cubic 
millimetre, of which 6-5% were neutrophile cells, 925% 
were lymphocytes, 05% were monocytes and 05% were 
eosinophile cells. The neutrophile cells were all band 
forms and all contained toxic changes in the cytoplasm. 
Many lymphoblasts were present. The hematological 
diagnosis was aleuchemic lymphadenosis. The patient 
belonged to the blood group 0. 

The blood picture gradually became worse, and on 

November 15, 1935, it was as follows: The red corpuscles 
numbered 960,000 per cubic millimetre and the white 
corpuscles numbered 4,900 per cubic millimetre, of which 
| 965% were lymphocytes, many were lymphoblasts, and 
| 35% were neutrophile cells, all band forms and with pro- 
nounced toxic changes. 

The child died on November 20, 1935, and post mortem 
examination confirmed the diagnosis. 

This case is mentioned because the mother was a very 
intelligent woman and volunteered the information that 
her husband, the child’s father, had died four years 
previously in a precisely similar manner with hemorrhages 
from the nose and a terminal sore throat. His condition 
had been diagnosed as pernicious anemia, but in spite of 
intensive liver treatment it had failed to improve; so in all 
probability the correct diagnosis was aleuchemic leucosis 
with macrocytic anemia. Unfortunately no notes were 
available. 

Discussion. 

Familial appearance of severe blood diseases is not rare, 
and cases of familial leuchemia are by no means unknown. 
Some of the cases reported as familial leuchemia in the 
older literature are cases of erythroblastosis fetalis or 
splenic anemia. 

Hirschfeld™ quoted the observation of Barrenscheen con- 
cerning the familial appearance of acute leuchemia. A 
working woman, aged thirty-eight years, came with the 
typical symptom-complex of acute myeloid leuchzmia to 
von Noordon’s clinic and died there. A short time after 
her death a brother was admitted to the clinic with a 
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definite lymphatic leuchemia. About a year previously a 
cousin of both patients had died of the same disease. 
Another brother and sister showed signs of status 
Iymphaticus. Barrenscheen believed that the constitutional 
aspect had to be considered in the pathogenesis of acute 
leuchemia, and he supported this statement by quoting the 
observations of Paltauf (who pointed out a possible con- 
nexion between lymphatic leuchemia and the status 
thymico-lymphaticus), and also the observations of von 
Neusser, Herz and Bartel, who drew attention to the 
frequent relation of the status lymphaticus to leuchemia. 

Hirschfeld himself gave two examples of the familial 
occurrence of leuchemia. A man, aged sixty-seven years, 
had been treated by him for years for an aleuchemic 
lymphadenosis of the skin. His brother, aged seventy 
years, who worked with him, died of typical lymphatic 
leuchemia. The other observation concerned a man, 
aged sixty-three years, suffering from chronic lymphatic 
leuchemia, whose elder sister had died at the age of 
seventy years of leuchemia, the type being unknown. 

Dock (1904) gave the history of a woman, aged forty- 
two years, suffering from leuchemia, whose husband 
developed splenic anw@mia after her death. The daughter, 
after the mother’s death, had lymphoid hyperplasia in the 
pharynx and tongue and in the appendix. The latter was 
the seat of frequent and severe pain, and it could be felt 
as a hard body as thick as a lead pencil through the well- 
nourished abdominal wall. This was removed and found 
to be free from evidence of inflammation, but the 
lymphoid tissue was unusually developed. 

Campbell (1912) mentioned a case of myeloid 
leuchemia in mother and child, but he gives no particulars. 
McGavran™ (1922) reported the case of two brothers, one 
with lymphatic leuchemia and the other with myelogenous 
leuchemia, and of their father’s brother, who also had 
lymphatic leuchemia. He mentions Hancsel’s report of 
acute leuchemia in a boy whose uncle was also suffering 
from the same disease. (The original reference is not 
available.) Brugger® (1927) saw definite lymphatic 
leuchemia in two infants, and the first child of the family 
was reported to have died from the same disease. The 
children were both girls and were quite normal at birth. 
Brugger quoted Rosenow’s observation of a man, aged forty- 
two years, who suffered from chronic lymphatic leuchemia 
and whose mother suffered from the same disease. 
Siegel (1928) reported two cases of lymphatic leuchemia 
in twins, but as both recovered after blood transfusion 
the diagnosis must be questioned. 

Dameshek® (1929) observed lymphatic leuchemia in 
twin brothers, aged fifty-six years, who both lived in 
Boston and were cobblers. This example appears to be 
unique in medical literature. In the review of the 
literature Dameshek mentions Richards’s finding of two 
cases of lymphatic disease in one family, one of lympho- 
sarcoma, the other of lymphatic leuchemia, and 
Schereschewsky’s report of the almost simultaneous 
appearance of lymphatic chronic leuchemia in a brother 
and sister aged respectively sixty-one and fifty-four years. 
Morawitz™ (1933) observed chronic lymphatic leuchemia 
in two brothers and remarked on the rarity of the occur- 
rence. These brothers were aged fifty-nine and fifty-seven 
years, and the clinical course of the disease and the results 
of hematological examinations were similar. They had 
been separated since early youth and followed different 
avocations. Steiner™ (1933) reported the incident of two 
brothers, one with aleuchemic lymphadenosis, the other 
with subleuchemic myelosis; the daughter of the latter 
suffered from acromegaly. Curschmann™ (1936) discussed 
the critical paper by Petri (unavailable) on familial 
leuchemia and reported a case of his own. Chronic 
lymphatic leuchemia occurred in the son of a father who 
died forty-six years previously from the same disease in 
a different State and following a different profession. 
Curschmann also mentioned an instance reported by 
Strandell and Lemming of a man, aged fifty-three years, 
with myeloid leuchemia and achylia, whose brother, aged 


.fifty-seven years, had typical pernicious anemia; he also 


mentioned Schumann’s observation of pernicious anemia 
in a woman aged fifty-five years, and myeloid leuchemia 


in her daughter, aged twenty-seven years. Curschmann 
himself observed pernicious anemia in a man aged fifty- 
two years, and essential thrombopenia in the daughter, 
aged twenty-one years. 

Schnyder™ (1937) has lately reported a case of acute 
aleuchemic myeloblastic leuchemia in a girl, aged nineteen 
years, whose second cousin died a year previously of the 
same disease and whose uncle suffered from an anzmia of 
the pernicious type, needing periodical treatment with 
liver. 

When considering the occurrence of familial leuchemia 
we must remember that other blood diseases and also 
some unusual morphological characteristics of the cells are 
inherited. Hemophilia is the most widely recognized of 
these and its mode of inheritance has been traced, while 
familial acholuric jaundice also appears to follow definite 
laws of inheritance. 

Levine and Ladd (1921), in a study of 150 patients 
with pernicious anemia, found that 63% had a positive 
family history of pernicious anemia, and they were 
impressed by the fact that there is an important familial 
factor in this disease; but they could not be sure whether 
this factor was due to heredity or to environment. 

Heath® (1933) reviewed much of the literature on this 
subject and reported a family in which pernicious anemia 
and idiopathic hypochromic anemia occurred, singly and 
in combination. Barrow® (1934) presented the case 
history of a patient with achlorhydric hypochromic 
anemia, with actual or presumptive evidence of the same 
type of anemia in the patient’s five sisters and in her 
mother and her mother’s sisters. Weiss“ (1935) reported 
the occurrence of essential hypochromic anemia in 
identical twins living under totally different conditions, 
and he regarded the heredity factor as important in the 
development of the disease. Farber®” has studied during 
five generations a family of more than 100 members; 
twenty-five members suffered a typical pathological 
hemorrhage, both males and females being affected. 
Handley and Nussbrecher™ (1935) described the same 
condition, which they termed hereditary pseudo- 
hemophilia. Spodora and Forkner™ (1933) reviewed the 
literature concerning familial polycythemia, and they 
reported ten members of a family (two generations) with 
a condition they termed benign familial polycythemia. 

The occurrence of elliptical red cells as a familial 
trait and observed in as many as three generations of one 
family has been studied by Gunther™ (1932), 
Grzegorzewski™ (1933) and Pollock and Dameshek™ 
(1934). The familial character of the fetal blood diseases, 
comprising icterus gravis, erythroblastosis fetalis, erythro- 
leucoblastosis and congenital hydrops, has been recently 
discussed by Honecker™ (1934). 

Familial morphological changes in the leucocytes are 








also now well recognized. Pegler first described a familial 
abnormality of the neuclei of the neutrophile cells in 1928 and 
recently Undritz™® (1937), Arneth™® (1937) and Stahel™ 
(1937) have added to our knowledge of this anomaly of 
the leucocytes. Familial eosinophilia has been recognized 
for many years. Stewart®” (1933) has described four 
families who suffered from persistent eosinophilia without 
any discoverable cause. Weissenreider™ (1935) published 
an instance and regarded the condition as a dominant 
Mendelian character. 

The etiology of leucosis is unknown. The possibility of 
its being due to an infection cannot be eliminated. 
Arnsperger’s™ (1905) report of an epidemic of leuchemia 
in the Pfordzeim Valley and the recent investigation by 
Kellett™ (1937). point to the possibility of an external 
infection. Glanzmann® (1930) pointed out the similarities 
between glandular fever and leuchemia and suggested 
that the same virus with an alteration in the virulence may 
be the cause of both diseases. In this connexion it is 
interesting to note that during the year 1936-1937 
glandular fever was widely spread throughout the northern 
suburbs, cases occurring at North Sydney, at Cremorne, at 
Mosman and at Hornsby, while cases of leucosis occurred 
at Cremorne, at Lindfield and at Hornsby. Examination 
of the records of the large hospitals in Sydney during this 
period might yield some interesting results. 























































































118 THE MEDICAL JOURNAL OF AUSTRALIA. 


Januaky 15, 1938. 





Naegeli® (1931), during twenty-five years’ experience, 
saw only one instance of familial leuchemia; and he 
regarded its occasional occurrence simply as within the 
bounds of probability. His views on the etiology of 
leuchemia are very instructive, as he regards a disturbance 
of the endocrine glands as the primary cause. Modern 
work, tending to show the relationship between the 
pituitary gland and hematopoiesis, supports this view. 
Arneth® (1933) did not believe that the occurrence of 
familial leucosis spoke against the infectious origin of the 
disease, since an acquired or inherited diathesis similar 
to that occurring in known infectious disease like 
tuberculosis might be considered to occur. The work of 
Slye, of Furth, of McDowell and of Richter and the 
experimental studies of Kaalund-Jorgensen on a trans- 
missible myelomatosis in mice had an important bearing 
on this subject. Space does not permit a full discussion 
of this question, which is fully dealt with by Hirschfeld, 
Arneth and Baar™ (1928). 

A review of the literature, the close clinical and 
hematological study of many cases of leucosis and the 
examples of its familial occurrence lead to the suggestion 
that leucosis may be regarded as a disease of low 
infectivity which attacks individuals with some inherent 
weakness of the endocrine glands controlling the hema- 
topoietic system. 
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Reviews, 


DRUG DANGERS. 


SEVEN years ago Dr. G. Laughton Scott published a small 
monograph dealing with the treatment of the morphine 
habit. Now a second edition has appeared, amplifying 
slightly but differing little from the original edition.* 

The drug addict is to be regarded as a subject for 
sympathy and for care. Dr. E. W. Adams, of the British 
Ministry of Health, in his recent book on the subject has 
stressed the great importance of the problem of drug 
addiction; he has stated that one-sixth of the known 
British addicts are medical men, and that many of the 
others owe their plight to the unwise prescription of 
narcotic drugs by their family doctor. Dr. Laughton Scott 
states that most addicts acquire the habit either during 
the course of some painful illness or still more frequently 
in the attempt to tide over a period of special stress or 
overwork. 

It is a common mistake to suppose that the drug addict 
gains voluptuous satisfaction from the administration of 
the drug. In the early stages some few derive pleasure, 
but sooner or later life becomes a round of wearisome 
anxiety. In many cases morphine addiction is not a vice 
but an incubus; the addict is haunted by intolerable fears 
and he longs to be cured. 

Dr. Scott considers the word “habit” as applied to 
morphinism is itself misleading. “A bad habit implies 
voluntary continuance in some asocial or antisocial practice, 
whereas the dependence of morphinism is as involuntary 
and relentless as thirst in the desert. It cannot be too 
strongly insisted that the morphine habit is an intimate 
physical necessity, which, however ignorantly, carelessly, 
or even viciously acquired, mechanically holds its victims 
without any respect of good or bad intentions.” 
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Dr. Scott briefly discusses the symptoms of morphinism 
and their physiological basis. The remarkable tolerance 
which addicts develop to large doses of the drug—doses 
even ten or twenty times the normally fatal dose—is a 
well-recognized, though ill-understood, fact. “From the 
point of view of treatment it is essential to realize that in 
established addiction the stimulant effect of morphine is 
more pronounced than the narcotic. . It is one of the 
phenomena of tolerance that the primitive vago-stimulant 
action of morphine is conserved while its narcotic action 
tends to disappear ... Shortage of supplies means the 
diminttion of vagal control and sympathetic over-action, 
while abstinence ushers in a series of sympathetic 
explosions which may even endanger life.” 

The bulk ofthe little book concerns itself with treat- 
ment, and the Lambert method, as modified by Dr. 
Laughton Scott, is still adhered to. 

Drug addiction presents grave problems. It is easier 
to make an addict than to cure one. The practitioner of 
medicine ean play an important part in prevention ‘by 
using, wherever possible, other pain-relieving drugs than 
those of addiction and by always exercising the greatest 
caution in ordering narcotics. For those who may have 
the task of curing an addict, Dr. Laughton Scott’s book is 
a useful guide. 





THE DOCTOR AND THE PUBLIC. 





In a, book of 553 pages, Dr. J. P. Warbasse tells the 
story of the gradual evolution of scientific medicine and 
the increasing boons which this development has conferred 
upon mankind. But, in the author’s view, the social 
possibilities of medicine have not yet been fully exploited, 
nor will they be until the present relations of medical men 
with one another and with the public are changed for the 
better. Dr. Warbasse believes that in the profession of 
medicine, as in many other fields of human activity, cut- 
throat competition is a curse and a menace both to doctor 
and patient; more than anything else this evil prevents 
the bridging of the gap between scientific knowledge and 
its application to the needs of the common man. Part of 
Dr. Warbasse’s thesis is that material benefits will follow 
when science and the State join hands in a determined 
effort to protect us against the inroads of disease. To show 
clearly the evolutionary process which has taken place in 
medicine, the author has chosen the historical method of 
approach, a task which has involved the writing of a 
number of sketches of the masters and much patient 
research. 

A careful reading of this book produces the inescapable 
impression that Dr. Warbasse is rather fond of gaseous 
platitudes, rather too addicted to sweeping generalization; 
he is apt at any moment to let off huge cannon; but when 
the earth has ceased to quiver and the smoke clears away, 
the weapons prove to have been loaded with blank 
cartridges. An English author has said of a prominent 
American educationalist—a pundit whose lightest utterance 
is invariably given double-column headings in all the 
leading papers—that he devotes many of his waking hours 
to proving that black is generally black and that white, 
more often than not, is white. Much the same is true of 
Dr. Warbasse. The following passage shows his 
philosophical acumen: “The wise man constantly sees his 
narrow escapes from folly; but he saves himself and thus 
discovers his wisdom. The dolt makes his mistakes, acts 
in folly, errs in complacency, regards himself with satis- 
faction, and glorifies his stupidities as wisdom...” In 
other words, the truth is that a wise man is a wise man 
and a fool is a fool. The book contains much of this sort 
of thing; on page 451 Dr. Warbasse mutters broodingly: 
“Nobody can say which leads the better life, the leucocyte 





“The Doctor and the Public: A Study of the Sociology, 
Economics, Ethics. and Philosophy of Medicine, Based on 
Medical History”, by J. P. Warbasse, M.D.; 1935. New York: 
Paul B. Hoeber Incorporated; Australia: Angus and Robertson 
—— Medium 8vo, pp. 591, with illustrations. Price: 

is. net. 








or the ameba.” That is terribly true; for the present we 
can only speculate on the matter. 

Dr. Warbasse’s historical writing is always interesting 
and usually accurate as to facts; but he is in error in his 
apparent belief that Daniel Defoe’s “A Journal of the 
Plague Year” was the fruit of the author’s experiences 
during the Great Plague of London in 1664. The fact is 
that Defoe was scarcely more than a suckling during those 
tragic days, and the journal was not printed until the year 
1722. But, greatest of journalists that he was, Defoe 
imported into his novel a sense of present tragedy, suffer- 
ing and woe so appalling in its realism as to deceive any 
reader. ; 

The publishers cannot be congratulated upon their share 
in the production of this volume, for it contains an 
inexcusable number of errors in spelling, and words which 
have not yet found a place in any standard dictionary. 
The following may fairly be cited as examples: “terrifing”, 
“reforestration”, ‘“Diocorides”, “quatrain ague”, “bene- 
fitted”, “parliamentarism” and “clientelle”’. 





THE HEART AND BLOOD VESSELS. 





Proressor PLescu has made many respected contributions 
to hemodynamics. This book, “Physiology and Pathology 
of the Heart and Blood Vessels”, which he states is a 
treatise upon the hydraulics of the circulation in health 
and disease, is dedicated to Albert Einstein’ Not 
inappropriately, therefore, the author plunges in the first 
page into fundamental but complicated mathematics, 
dragging his rather bewildered reader after him. A 
tremendous amount of physical and pathological informa- 
tion and deduction has been compressed into a small 
volume, which calls for prolonged mental mastication and 
rumination. The first half of the work deals with the 
physiology of the circalation in arteries, veins and capil- 
laries, blood volume and distribution, cardiac output, blood 
pressure and so forth. The second section is concerned 
with circulatory insufficiency and valvular lesions. This 
is most thoughtfully and philosophically compiled. It 
is quite hopeless to attempt in a short review to discuss 
in detail any of the numerous problems which Professor 
Plesch challenges so fearlessly and thoroughly, but the 
general thesis takes careful note of the effects of hydro- 
static pressure and vascular dilatability in the regulation 
of the blood distribution in the body. According to 
Plesch, the influence of vasomotor tone is superfluous as 
an explanation of the latter function. What he calls the 
“effective internal pressure” of veins, and the relationship 
of this to respiration, hydrostatic effect of posture et cetera, 
are amplified to the point of becoming an important criterion 
of the circuiatory efficiency. Professor Plesch denies that 
the valves of the veins have any useful value in counter- 
acting the effects of hydrostatic pressure. His remarks 
upon the capacity of the veins of the legs and brain 
respectively to adapt themselves to changes in hydro- 
static pressure make interesting reading. Plesch arrives 
easily and rapidly at numerical values for the distribution 
of arterial, venous and capillary blood, which appear to 
take little account of vital changes in venous and capillary 
tone or the effects of bodily activity. He concludes that 
variations in the arterial system can have little effect 
upon the distribution of the blood within the body. 
Plesch’s arguments are, nevertheless, logical and orderly, 
as for example his didactic conclusions as to why diastolic 
volume should equal cardiac output. Plesch’s studies have 
this particular value, that they have been conducted upon 
patients, not animals, and his conclusions must receive 
added weight for this reason alone. 

The author has the habit of restating principles already 
wholly accepted in English physiology, as if it was 
necessary to prove them again against serious doubt. All 





1“Physiology and Pathology of the Heart and Blood-Vessels”, 
by J. Plesch, M.D. (Budapest), M.D. (Germany), L.R.C.P. and 8. 
(Edinburgh and Glasgow); 1937. Oxford: ey ye Press ; 
London: Humphre iilford. Demy 8vo, pp. 200, with illus- 
trations. Price: 22s. 6d. net. 
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this is good revision, and his arguments are cogent and 
frequently original. Considerable evidence is supported 
by readings of the “tonoscillograph”, a kind of recording 
sphygmomanometer which Profesgor Plesch has developed 
and used extensively. The first half of the book is devoted 
to physiological, the latter to pathological variations in 
the circulation, especially venous pressure. The argument 
proceeds somewhat jerkily towards the main thesis, which, 
very briefly, is that the effective venous pressure at the 
heart determines the cardiac output and that this pressure 
is mainly computable from quantitative mechanical 
formule, the part of the circulatory reflexes being minimal. 

Further, the capacity of the portal venous system is 
described as a regulatory function of importance. A low 
diastolic pressure is said to he the best indication of 
circulatory failure, if the pulse frequency is high. Carbon 
dioxide regulates the number of lung capillaries that are 
patent according to the respiratory depth, which itself is 
subject to the concentration of this gas. “Systolic or 
force insufficiency” ig to be distinguished, zxtiologically 
and anatomically, from “diastolic or volume insufficiency”. 
The phenomena observed in valve lesions are the results 
of diastolic insufficiency in the compensatory process, and 
are not due to the presence of valve lesions themselves 
even if regurgitation occurs. The therapeutic distinction 
between diastolic and systolic insufficiency is the relative 
response to digitalis and caffeine or camphor respectively. 
Certain assumptions which are rather important in the 
acceptance of Professor Plesch’s thesis are in contrast to 
generally adopted opinion. For example, he mentions 
over-indulgence in athletics and the high circulation rate 
of prolonged fevers as causes of myocardial degeneration. 
In cardiac decompensation the output per beat is always 
held to be lowered. Many reliable observers would deny 
this. Again, it is hardly fair to modern physiology to 
say that “variations in the urinary output in circulatory 
failure are generally regarded as secondary to the cir- 
culatory disturbance in the kidneys”. Plesch holds that 
oliguria is a compensatory reaction by means of which 
the blood volume is increased, especially on the venous 
side, when a rise in pressure is required—another example 
of what we would regard as placing the horse behind the 
cart. He attempts to explain heart-kidney relationship on 
a purely mechanical basis, and avers that the height of the 
pulse pressure will distinguish the renal from the arterio- 
sclerotic types of hypertension. 

Plesch is provocative, destructive of accepted beliefs, 
constructive according to his own principles of mechanics. 
He achieves a review of the hydrostatic conditions of the 
circulation, clearing the field by omitting almost com- 
pletely the activities of the sympathetic nervous system. 
Unfortunately this type of functional dissection leads 
a to conclusions far removed from our complex 
r ty. 

Still more diagrammatic illustrations are needed to 
portray the points made. The sections are reasonably 
short, although a good deal of recapitulation occurs. The 
book is sedrching, stimulating and constructive. The 
translation is excellent. Only an author who is at once 
a first-class physicist and physiologist could succeed as well 
as Professor Plesch has done. 





MEDICAL SERVICE IN AMERICA. 


Tue latest of a series of monographs published by the 
Russell Sage Foundation, “Physicians and Medical Care”,* 
by Esther Lucile Brown, follows surveys already published 
on “Social Work as a Profession”, “The Professional 
Engineer”, and “Nursing as a Profession”. 

As stated in the preface, the purpose of the publications 
is to collect and interpret relevant data “in such fashion, 
it is hoped, that the information may be readily utilized 
by those who are striving to make the professions con- 
tribute more widely to the welfare both of their members 
and of society”. 

1 “Physicians and Medical Care”, by BE. L. Brown; 1937. New 
Russell 


York: Sage Foundation. Large crown 8vo., pp. 209. 
Price 75 cents net. 








The authoress details the evolution of medical education 
in America and the work of the American Medical Associa- 
tion in eliminating fraudulent medical schools, and she 
supplies a wealth of useful data on medical curricula, post- 
graduate training, ratio and distribution of physicians to 
population, and professional incomes. An account is given 
of the history and activities of the four national medical 
associations—the American Medical Association, the 
Association of American Medical Colleges, the American 
College of Surgeons, afid the National Board of Medica! 
Examiners—and the closing chapters of the book dea! 
with new forms of ‘medical service, discussing industrial 
medicine, group practice, health insurance and State 
medicine. 

The writer concludes that American medicine has largely 
solved its educational problems and that its scientific 
advance has been phenomenal, but that it has failed to 
solve the problem, largely economic, of providing adequate 
medical care for all the people. 

The book can be recommended as a source of usefu! 
information on many aspects of medical practice. 





A DRUG ATLAS. 


W. S. Lean has published a most interesting drug atlas.’ 
He takes about 130 drugs and gives their geographical 
distribution, with an excellent series of maps, showing 
where they are grown. Unfortunately he does not indicate 
which are the natural habitats, but simply the areas where 
the drugs are cultivated. Such areas may be, and often 
are, far distant from the places where the plants are 
indigenous. Lean very correctly differentiates the habit 
from the habitat of the various plants. Australia is 
casually shown on some of the maps, but no reference 
is made to it. This is rather surprising, as it is the place 
of origin of the Eucalyptus genus. Similarly, the natural 
habitat of cajuput extends to Australia, and again cajuput 
fails to gain mention. New Zealand is mentioned as one 
source of honey and beeswax. The importance of climate 
in the growing of medicinal plants is well indicated. This 
is a most useful pamphlet. 





CARDIAC DISEASES. 


In the second edition of “Diseases of the Heart’, Sir 
Thomas Lewis has found very little alteration necessary 
after the lapse of four years." The chapter on pericarditis 
has been partly rewritten, and a description of constrictive 
pericarditis has been included; some modifications and 
amplifications have been made in the account of congenital 
malformations of the heart, while the réle of the carotid 
sinus in syncope is stressed. In the author’s opinion 
digoxin should replace strophanthin if intravenous medica- 
tion is needed, and there seems little need for any further 
drugs of the digitalis group at least till we learn to use 
these. The outlook for patients suffering from the 
syndrome of “coronary thrombosis” is viewed much more 
hopefully, and the rather mournful view taken in the first 
edition is modified considerably. The author is still a 
vigorous opponent of the use of tobacco in any cardiac 
disorder, but he gives no convincing reasons for thus 
depriving many a half-crippled person of what is his 
chief solace; and most medical practitioners will need 
more proof before they follow his advice in this matter. 
The book is still the best text-book for the student, and 
cannot fail to be of interest and value to all practitioners. 





1“Drug Atlas for Students of Pharmacy and Medicine”, com- 
Ued by W. S. Lean, B.Pharm., Ph.C.; 1937. London : 
Green and Company Limited. Demy 4to, pp 16. 
Price 2s. 6d. net. 

® “Diseases of{the Heart Described for Practitioners and 
Students”, by Sir Thomas Lewis, C.B.E., F.R.S., . Se 
—— mig Second es 1937. — 
‘ompany Limited. Demy vo, , With 
Price: 12s. 6d. net. 9 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


THE RELATION OF VARIATIONS IN GASTRIC 
ACIDITY TO RECURRENCES OF DUODENAL 
ULCER. 





Ir is remarkable to anyone looking over the sum- 
marized literature of the last generation on the 
subject of peptic ulcer to observe how occupied, in 
fact preoccupied, are most authorities with the 
phenomenon of gastric hyperacidity. That it is 
important no one will deny, but what is often over- 
looked is that it is even more important to try to 
discover the causes on which it depends. The 
question must also be asked if the hyperacidity is 
but a sign or hint of some other cellular or humoral 
alteration which has so far eluded investigation. It 
is at least refreshing to read such a sentence as 
this: “We do not concur with the belief that there 
is any exact relationship between the degree of 
gastric acidity and the symptomatology or behaviour 
of an ulcer.” This occurs in an article by Clarence 
F. G. Brown and Ralph E. Dolkart, which recounts 
the results of an inquiry into the chemical and 
other factors underlying the recurrences and remis- 
sions of duodenal ulcer. These workers remark that 





1 Archives of Internal Medicine, October, 1937. 





although clinical and experimental evidence unite 
in opposing a correlation of gastric acidity with 


the production of gastric pain or an actual ulcer,: 


yet most clinicians base their teaching and practice 
on the principle of neutralization. Though some of 
the recorded work on the cause of pain in cases of 
peptic ulcer is contradictory, the general consensus 
of opinion is that pain is related to muscular spasm. 
This does not touch the question of the bearing of 
excess acid on the formation or perpetuation of 
ulcer, and Brown and Dolkart found during their 
study of the literature that there were no available 
reports of repeated examination of the gastric con- 
tents of individual patients over a period of years. 
They set out to obtain this information so as to be 
able to find out whether the free acid tended to 
become less or to increase during respective periods 
of remission or recurrence, or whether the gastric 
acidity appeared to be modified by treatment. The 
only criticism that may be brought against Brown 
and Dolkart’s work as'set forth in their article is 
that they employed the Ewald test meal instead of 
one of the fractional methods, except in one group, 
in which they wished to investigate the effect of the 
Sippy and similar régimes. But they point out that 
they carried out 1,036 gastric analyses, an average 
of over 51 per patient, and over an average period 
of three years, so that they appear to have sufficient 
material available for the formation of accurate 
judgements. They found in a control group that 
there was a wide variation of the acid level in 
normal persons, and that this was not susceptible 
to alteration by antacid therapy; similar results 
were obtained in-an ulcer group, so that it would 
appear that even energetic “alkalization” has little 
effect in reducing the free acid in the fasting state. 
The most interesting part of the authors’ work deals 
with the recurrences of duodenal ulceration. Study 
of individual patients convinced them that it might 
be impossible to prove conclusively whether or not 
a patient had an active ulcer in spite of earnest 
investigation, for distress might be felt by the 
patient even though no ulcer was demonstrable, 
and complications, such as bleeding, might arise 
even though symptoms were absent. The presence of 
blood in the stomach contents or the stools and 
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radiological studies are the best methods available, 
while hyperacidity per se is quite without value as 
a guide. In any case gastric acidity tends to vary 
from month to month and from year to year in the 
same individual, and the height of the acid level 
bears no relation to the degree of distress com- 
plained of by the person. Brown and Dolkart’s 
conclusions are that there is no constant variation 
in gastric acidity prior to or during recurrence of 
activity of an ulcer, nor do such variations run 
parallel to the patient’s symptoms. Neither do they 
find that these symptoms of distress may be 
regarded as an index of the activity of an ulcer, and 
they conclude that criteria of recurrence must be 
objective, not subjective. Seasonal incidence of 
recurrence of duodenal ulceration was particularly 
noted in this series; nearly 70% of the 73 recur- 
rences studied were observed during the spring and 
autumn. Certain of their case records mention 
respiratory infections and emotional influences par- 
ticularly, a conjunction of cause and effect which 
will be approved by most, if not all, clinicians of 
experience. The value of this work is really very 
practical: the medical treatment of an ulcer is 
not purely the administration of alkalis. An 
Australian patient once complained that all the 
advice he was given was “a third carbon copy of a 
rigid diet and a prescription for alkalis”. It should 
not be necessary to remark that there are many 
factors in the patient’s life and environment which 
must be dealt with, and that a purely chemical con- 
sideration of this problem is not likely to be wholly 
successful. 


Current Comment. 


URAIMIA. 


Curnicians clung to the use of the term “uremia” 
long after its etymological significance lost most of 
its original force, but more recently were inclined 
to avoid the word, having become, perhaps, more 
biochemically minded. But how constantly are we 


faced with just this difficulty! We must have a 
handy name for any morbid state; and though the 
name may be inappropriate, this does not matter 
very much provided we agree as to its connotation. 
“Renal failure” is so general a term that, like 
“cardiac failure”, it needs some qualifying, so that 








we tend to come back in the end to speak of the 
“uremic syndrome”. The combined departments of 
biochemistry, medicine, pediatrics and surgery of 
the Vanderbilt University School of Medicine have 
produced some interesting work by Mason and a 
number of other workers.“’ In previous work it 
had been shown that the injection into the cisterna 
magna of dogs of substances which altered the 
electrolytic content of the cerebro-spinal fluid pro- 
duced certain definite symptoms. These symptoms 
included muscular twitching, a rise in blood pres- 
sure and disturbances of breathing, a triad which 
in some respects suggested the uremic syndrome in 
human subjects. Accordingly an investigation was 
made of the occurrence of such symptoms in animals 
which had been subjected to bilateral nephrectomy 
or ligation of the ureters or of the renal arteries. 
Blood pressure readings were taken to establish 
preliminary controls, and average samples of blood 
and cerebro-spinal fluid were examined. After 
operation frequent observations were made on the 
blood pressure and blood chemistry, and attempts 
were made also to assay the toxicity of the blood 
plasma of these animals to normal controls. The 
general picture seen in anuric dogs resembled that 
oecurring in human beings, but it was also noticed 
that while the symptoms of some animals suggested 
stimulation of the nervous system, in others there 
seemed rather to be a depression. This indicated 
a complex state of affairs in which the various con- 
flicting factors might be a fall in the calcium ion 
concentration of the plasma or cerebro-spinal fluid. 
a related retention of inorganic phosphate, or a 
possible intoxication by certain substances like 
phenol and related compounds, or by guanidine and 
its derivatives. The phenol content of the body 
fluids is increased in uremic states and might 
account for a lack of muscular irritability, since 
these substances have a depressing effect on the 
nervous system. Guanidine has been thought to be 
identical with a substance demonstrated in the 
serum of some patients suffering from uremia, and 
experiments on animals, as Mason and _ his 
co-workers have shown, can cause variable effects 
on the blood pressure and muscular twitching and 
convulsions. An increase in the guanidine content 
of both blood and cerebro-spinal fluid has been 
observed both in the human subject and experi- 
mental animals suffering from uremia. 


These facts suggest.to the authors that guanidine 
may be responsible for the twitchings seen in 
uremic states where there is no evidence of a deficit 
in calcium ions in the fluids bathing the central 
nervous system. 


The relation of urea retention to uremia is still 
a matter of great interest, for while the actual 
amount accumulated in the body fluid is not 
sufficient to be toxie per se, its excess increases the 
osmotic pressure of fluids such as the blood and 
augments dehydration, as well as causing in part at 
least the “uremic” inflammations and ulcerations 
of the alimentary tract. 


® Archives of Internal Medicine, August, 1937. 
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Still another factor of importance is the dis- 
turbance of acid-base and fluid balance of the blood, 
though this subject has given rise to contradictory 
opinions. It must not be forgotten that certain 
side effects of extrarenal disease may react very 
adversely upon the kidney, such as, for example, the 
loss of much fluid, chloride or blood in diverse con- 
ditions, such as diabetic coma, pyloric stenosis or 
hematemesis. As I. Snapper has recently clearly 
pointed out, these bodily debits, giving rise to 
excessive protein destruction, which accompanies 
dehydration throw a still greater burden on the 
kidneys. Further, the impairment of kidney func- 
tion decreases the formation of ammonia in the 
tubules, amino-acids are not disaminated, and 
phenol-like substances appear in the blood. These 
effects, which may arise from a cause originally. out- 
side the kidney, may also be seen in pure renal 
insufficiency also, and it will readily be seen how a 
complicated vicious circle arises. Mason and his 
fellow workers conclude that the neuro-muscular 
irritability of anuric dogs is dye to the retention of 
substances acting in antagonfSm to ionized calcium, 
and that the depression phenomena are due to the 
retention of phenolic bodies. The balance between 
these two factors, together with the effect of 
guanidine compounds, may then explain the varia- 
tions in the nervous manifestations of these animals 
and possibly also of the human subject of advanced 
renal insufficiency. When we consider that to these 
factors must be added the acid-base disturbances, 
the evil effects of disharmony in the fluid 
equilibrium, and urea retention, it will be seen 
that the problem is exceedingly complex. But 
there does appear to be a little more light shining on 
a dark subject, and it certainly is now more compre- 
hensible that the actual symptoms of any one 
individual should show considerable variation. 
Above all it must be remembered that while the 
signs and symptoms of surgical anuria in man are 
clearly defined, those of uremia ensuing on a 
chronic nephritis are indeed a tangled web, as 
might be expected, for in the latter case cardio- 
vascular disease of long standing introduces 
numerous extraneous complications into the clinical 
state of the patient. But as knowledge grows it may 
be possible to assess more and more of these signs 
correctly, and though it probably will make ne 
difference to the patient whose renal function is 
rapidly failing, it may be of considerable help in 
the handling of those whose renal reserve is lowered 
to a less serious extent. 





FLUOROSIS. 





Cnronic poisoning with fluorine causes mottling 
or banding of the teeth in children. It is this 
feature that usually draws the attention of health 
authorities to the presence of excessive amounts of 
fluorine in the drinking water. When the condition 
is recognized in well-organized communities the 





1The British Journal of Urology, March, 1937. 











inhabitants are protected from the continuance of 
intoxication; therefore late manifestations either 
occur rarely or are unsuspected. In the Nellore 
district of South India in 1936 the prevalence was 
noted of a disease among adults characterized by 
stiffmess and pain in the spinal region and in 
various joints. Cattle were said to be similarly 
affected. An investigation was carried out by H. E. 
Shortt, C. G. Pandit and T. N. S. Raghavachari, who 
concluded that the condition was due to chronic 
fluorine poisoning.’ They applied to it the term 
“endemic fluorosis”. In the late stages there is 
complete rigidity of the spine; the joints of the 
upper and lower extremities are rigid; the thoracic 
walls are fixed and there are symptoms of pressure 
on the spinal cord; the patient becomes bedridden 
and dies eventually of some intercurrent infection. 
Since this investigation was made, H. E. Shortt, 
G. R. MecRobert, T. W. Barnard and A. 8. 
Mannadi Nayar have carefully investigated ten 
patients in the same district? suffering from late 
manifestations. 

They state that, beyond the dental deformities, 
there is no evidence of the disease before about the 
age of thirty years. The description of the 
radiological findings is the most interesting part of 
their report. In the least advanced cases there are 
increased density of bone, exaggeration of trabecula- 
tion and diminution of the medullary area. When 
the condition has progressed somewhat further the 
density of cancellous bone is greatly increased and 
the trabeculation is still more pronounced; the out- 
lines of bones are clear-cut and dense and there is 
evidence of calcification in the spinal ligaments and 
at ligamentous, fascial and muscular attachments 
to other bones. In the latest stages almost the 
whole skeleton is affected. “The density of the 
bones is so great that in some areas the radio- 
graphic effect is that of chalky whiteness.” The 
outlines of the bones are irregular; there is exten- 
sion of the bony deposits into the soft tissues; the 
interspinal ligaments are uniformly calcified. 
Osteophytic growths are numerous; in some cases 
the pelvic outlet seems to be almost completely 
bridged by them. A remarkable rose-thorn appear- 
ance is shown in one reproduction of a skiagram of 
tibia and fibula; the thorn-like osteophytes sprout 
in a long row from the whole length of the shaft of 
either bone. The urine was found to contain 
amounts of fluorine much above the normal limit. 
It would be of interest and value to see whether 
large quantities of fluorine continued to be excreted 
for long after the removal of the source of 
intoxication. There was evidence in some cases of 
impairment of renal function. Study of the 
skeletal changes in fluorine poisoning leads 
naturally to a consideration of the possible causes 
of some other diseases characterized by abnormal 
bony deposition. It is conceivable that a simple 
intoxicant is the cause of some of these obscure con- 
ditions; some might even be due to the ingestion of 
fluorides. 


1The Indian Medical Gazette, July, 1937. 
2 The Indian Journal of Medical Résearch, October, 1937. 
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Gbstracts from Current 
Medical Literature. 


RADIOLOGY. 


inflammatory Diverticula of the Peri- 
cardium (Encapsulated Pericardial 
Effusion). 


EvuGene FrReepMAN (American Jour- 
nal of Roentgenology, June, 1937) 
states that, anatomically, inflamma- 
tory diverticula of the pericardium are 
a combination of pericardial scar 
tissue formation with more or less 
marked adhesions and with exudate 
formation in a localized part of the 
pericardium which has not been 
previously obliterated. Through the 
continued slow exudation the remain- 
ing portion of the pericardial cavity 
stretches. This stretching leads to 
diverticulum formation. Encapsulated 
pericardial effusions are most com- 
monly situated on the right side of 
the heart. On Réntgenological exam- 
ination they may appear to be either 
hexagonal, semicircular or oval in 
shape. The cardiac pulsations are 
usually absent over the area of 
encapsulation. Occasionally, in the 
erect position, the lower border of 
the structure is separated from the 
lower border of the heart by an 
indentation. On inspiration the encap- 
sulated effusion may become elongated, 
while in expiration it may broaden 
out, on account of the stretching and 
relaxing effect of the mediastinal 
pleura. 


Differential Diagnosis of Bone 
Tumours of the Extremities 
by Arteriography. 


P. L. Fartnas (Radiology, July, 
1937) states that arteriography helps 
in the early differential diagnosis 
between benign and malignant bone 
tumours. The technique is simple. 
After local anesthesia has been 
induced a direct puncture of the 
artery is made. When the sub 
clavicular artery is injected it has to 
be exposed, and the same applies to 
other arteries of the extremities when 
they are not easily punctured. Accord- 
ing to the region, from five to twenty 
cubic centimetres of “Thorotrast” are 
injected, and immediately radiographs 
are taken in rapid succession. In 
order to obtain the best contrast of 
the circulation it is ne¢essary to make 
a good compression of the artery 
above the point of injection, and at 
times it is practical to do the same 
below the lesion. After the first plate 
has been made the compression is 
released and other films are taken to 
show the returning circulation (ven- 
ography). From the study of these 
films we may obtain much informa- 
tion relative to the nature of the 
tumour. In benign tumours the 
vessels may be displaced by the new- 
growth, but they are regular in 
calibre and in number. The giant-cell 
tumours do not show intratumoral 





circulation, but we see an artery fol- 
lowing the capsule. In malignant 
tumours we observe several vascular 
pedicles supplying the newgrowth, 
and an irregular network of newly 
formed vessels of the same calibre 
running in all directions. Among the 
group of sarcomata we may differen- 
tiate some special types, such as 
the telangiectatic tumours, by the 
character of their circulation (mul- 
tiple pedicles, an extended network 
of newly formed vessels running in 
all directions, anarchic in character), 
a special characteristic of these 
tumours being a mottled aspect due 
to intratumoral vascular sacs. At 
times it is difficult to make a differen- 
tial diagnosis between chronic osteo- 
myelitis and some malignant tumours, 
such as Ewing’s. In such cases 
arteriography is a method of great 
importance in differentiating. In 
chronic osteomyelitis we see a decrease 
in the number and calibre of the 
arteries due to an ischemic process. 
On the contrary, in the Ewing's 
tumours we see the characteristics 
of the neoplastic - tumours. The 
metastatic malignant tumours show 
the same _ characteristic anarchic 
circulation. 


Osteoporosis Circumscripta of the 
Skull and Paget’s Disease. 


Haie H. KaSABACH AND ALEXANDER 
B. Gutman (American: Journal of 
Roentgenology, May, 1937) present 
fifteen cases of osteoporosis circum- 
scripta and describe the characteristics 
of the Réntgenological appearance of 
the skull. The disease begins with 
small, rounded, circumscribed areas of 
osteoporosis situated often in _ the 
frontal region near the base, some- 
times in the occipital region, occasion- 
ally elsewhere. These areas expand 
over a period of years until the major 
portion of the calvarium or the entire 
ealvarium is involved. Frequently 
several foci appear independently in 
both frontal and occipital regions.. As 
these areas expand, they become con- 


fluent. Since the initial foci originate. 


near the base, the last remnant of 
normal bone is likely to be in the 
parietal region posterior to the 
vertex, producing a _ characteristic 
design in the lateral Réntgenogram 
of the skull. In 32 of the 47 cases in 
the literature, including 11 of the 
authors’ 15 new cases, osteoporosis 
circumscripta of the skull was associ- 
ated with typical Paget’s disease 
somewhere in the skeleton. In five 
cases presenting only osteoporosis 
circumscripta of the skull, follow-up 
studies revealed the development of 
Paget’s disease in or about the osteo- 
porotic areas within two to eight 
years. This appears to be a regular 
sequence, though the areas of osteo- 
porosis circumscripta may remain 
essentially unchanged for a number of 
years. Most cases are asymptomatic, 
and the serum calcium and inorganic 
phosphorus are within normal limits. 
Osteoporosis circumscripta of the skull 
might prove to be due to a primary 





disturbance in the diploic circulation, 
the decalcification (osteoporosis cir- 
cumscripta) and subsequent sclerosis 
of the calvarium (Paget’s disease) 
being secondary phenomena. There 
is, however, no definite evidence now 
available to indicate whether the vas- 
cular or the bony changes are primary. 
The relation between osteoporosis 
circumscripta of the skull and Paget’s 
disease of the skull is discussed. It 
is believed that osteoporosis circum- 
scripta is not an obligatory, early 
phase of Paget’s disease, but a pre- 
cursor of Paget’s disease or, in a 
broad sense, an atypical form of 
Paget’s disease. 


Pulmonary Pneumatocele (Localized 
Alveolar or Lobular Ectasia). 


Cc. B. Pemce anp P. R. Dimkse 
(Radiology, June, 1937) state that the 
term congenital is improper in a 
Réntgen ray diagnosis of cystic pul- 
monary disease without radiological 
evidence of such a lesion at birth. A 
congenital origin for cystic pulmonary 
disease is doubted: There is_ in 
association with bronchopneumonia a 
ready opportunity, depending upon the 
dominant pathology of the disease, for 
the development of: (a) saccular to 
cystic bronchiectasis by means of the 
damage to the bronchial and bron- 
chiolar walls; (b) focal acute lobular 
vesicular emphysema, which may not 
be relieved because of incomplete 
resolution in or repair of the proximal 
airway; or (c) peripheral bullous 
(subpleural) emphysema, by means of 
the rupture of the: bronchial walls, 
which permits an escape of air into 
the interstices. These processes would 
seem a more logical explanation for 
the origin of multiple cystic pul- 
monary disease than congenital abnor- 
mality, with or without superimposed 
infection. 


Fissure Fractures in Osteitis 
Deformans. 


M. Lowry ALLEN AND RuTHERForD L. 
Joun (American Journal of Roent- 
genology, July, 1937) call attention to 
the incomplete fissure fractures which 
occur on the convex surface of the 
curved long bones in cases of Paget’s 
disease, particularly in the femur and 
tibia. They are manifested Ré6nt- 
genologically by ome or more trans- 
lucent, transverse lines through the 
cortex of the involved bone. Patho- 
logically these lines or fissures repre- 
sent a process different from the lines 
or fissures seen in cases of osteo- 
malacia, late rickets, osteitis fibrosa 
cystica or osteogenesis imperfecta. 
These fissure fractures occur follow- 
ing slight trauma and are due to the 
brittle, chalk-like consistency of the 
involved bone. The fractures, which 
are incomplete, generally heal with 
a minimum amount of bone callus 
formation, which assumes the charac- 
teristics of the dominant Paget's 
disease. However, with additiona! 
slight trauma, they may go on to 
complete fracture, which is always 
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characteristically transverse. Patients 


with known Paget’s disease should be 
watched for the occurrence of fissure 
fractures, as they are often danger 
signals that a complete fracture may 
occur. When such fissure fractures 
do occur, they should be treated with 
appropriate rest and splinting and 
bracing. 


PHYSICAL THERAPY. 


Malignant Tumours of the Vagina, 
Vulva and Urethra. 


D. ven Hoep (Acta Radiologica, 
December 1, 1936) points out that 
nearly all writers agree that the right 
method of treatment of carcinoma 
vagine is by means of radium com- 
bined with X rays. Results of treat- 
ment by various workers are quoted. 
At the author’s institute thirty-one 
patients with carcinoma vagine were 
treated between 1915 and 1932. All 
diagnoses were microscopically con- 
firmed. Of the cases, twenty-two were 
primary and treatable; seven patients, 
that is, 30%, recovered and are alive, 
in good condition, for periods varying 
from twenty years down to three 
years. Radium in doses of 1,500 to 
10,000 milligramme-hours was used, 
sometimes with X rays, occasionally 
with electrocoagulation. In carcinoma 
of the vulva and urethra there is also 
a grave prognosis; but a 30% five- 
year cure rate has been recorded from 
the Radiumhemmet, Stockholm. In 
carcinoma of the urethra the writer 
advises irradiation of the smaller 
tumours by means of radium surface 
application or occasionally with intra- 
tumoral needles of the very extensive 
growths by means of X rays. In the 
true vulvar carcinoma partial or total 
vulvectomy by means of the diathermy 
knife is preferable, the wound after- 
wards being irradiated. Block dissec- 
tion of the inguinal glands is done 
only when the glands are suspected. 
Otherwise a “wait-and-see” policy is 
advocated. With inoperable glands 
radiotherapy only is used, preferably 
X rays. From 1915 to 1932 sixteen 
tumours of the urethra and forty-one 
tumours of the vulva were treated. Of 
the fifty-seven patients, seventeen are 
well after five years, that is, a 30% 
five-year cure. Grouping the vaginal, 
vulvar and urethral cases together, 
out of a total of eighty-eight cases, 
seventy-three were treatable and the 
five-year cures number twenty-four, 
that is, 33%. 


Classification of Mammary Car- 
cinomata and Therapy. 


U. V. Portmann (Radiology, October, 
1937) believes that classifications of 
carcinoma of the breast based on our 
present knowledge of histogenesis, 
histological characteristics or the 
cytology of neoplasms cannot be 
applied clinically with satisfaction 
and consistency to establish prognosis 





or to indicate therapeutic procedures 
for different types of growth. He 
therefore advocates a ciassification 
into three groups, based on the clinical 
and pathological evidences of the 
extent. of the disease. For the early 
cases with localized movable tumours 
in the breast and without axillary 
metastases he advises operation but 
not irradiation. The patients with 
moderately advanced localized mov- 
able tumours in the breast and only a 
few axillary lymph gland metastases 
should have radical operative removal 
followed by post-operative irradiation. 
Patients with clinical manifestations 
of incurability should not be subjected 
to radical surgical procedures, but 
should be treated by irradiation alone. 


The Biological Action of Neutron 
Rays. 


E. O. LAwRENCE (Radiology, Septem- 
ber, 1937) states that neutron rays 
have the remarkable property of 
being more readily absorbable in light 
substances rich in hydrogen, such as 
biological tissues, than in denser sub- 
stances, such as iron or lead, and 
there is also a great difference between 
their mode of ionization and that of 
X rays. Experiments have been con- 
ducted in the author’s laboratory on 
the comparative biological effects of 
neutrons and X rays on small test 
objects, mamely, Drosophila eggs, 
wheat seedings and. fern spores; and 
also on a mammary carcinoma of the 
mouse in vitro. The effects of the 
rays on healthy mice were also 
studied. The dosage of the neutrons 
was measured by the “Victoreen” con- 
denser r meter. In in vitro tumour 
experiments the neutrons were found 
to be about 6-1 times more lethal; 
and the experiments also seem to 
indicate that a more effective dose on 
the tumour can be given with neutrons 
without killing the mouse. The 
author describes the apparatus used 
for the production of neutrons. 


Radiotherapy for Endothelioma of 
Bone. 


A. U. Deszarpins, H. W. MEYERDING 
AnD E. T. Leppy (American Journal 
of Roentgenology, August, 1937) point 
out that although it is now fifteen 
years since Ewing first described endo- 
thelioma of bone, many pathologists 
are still unable to recognize or are 
unwilling to admit its identity. 
Clinical diagnosis and radiological 
diagnosis, when they rest entirely on 
radiological appearances, are 
inaccurate. Microscopic examination 
by a pathologist who has had excep- 
tional experience with tumours of 
bone yields an accurate diagnosis in 
a large percentage of cases. Just 
as accurate, and sometimes more 
accurate, is the effect of X rays or 
radium, when this effect is observed 
by a radiologist who has carefully 
studied the radio-sensitiveness of dif- 
ferent varieties of tumour. Still more 
accurate is the combination of micro- 





scopic inspection and the radio 
therapeutic test. Only a small per- 
centage of such tumours can be per- 
manently cured; but the reason for 
this is that in a large proportion 
metastasis already has occurred, 
although it may not become apparent 
till later. When thoroughly treated, 
the primary tumour seldom recurs. 
Forty-two “proved” cases are analysed. 
An accurate clinical diagnosis was 
made in twelve instances, and 
accurate radiological diagnosis in five 
cases, and an accurate pathological 
diagnosis in thirty-nine. In eleven 
cases the primary tumour was removed 
surgically and two of the patients are 
still living. In twenty-four cases the 
tumour was treated with Réntgen 
rays only; and six of the patients are 
living and free from malignant 
disease, twelve, two, two and a half, 
seven, five, three and six years later 
respectively. In a considerable pro- 
portion of the patients who have died, 
death resulted from metastasis in 
spite of the fact that the primary 
growth had disappeared and had not 
recurred. Ten “improved” patients 
are also analysed. All were treated 
with X rays; three of these patients 
are alive and free from malignant 
disease, and a fourth, who had two 
tumours, lived for ten years free from 
malignant disease and then died from 
what was thought to be pneumonia. 


The Action of X Rays or Radium on 
Inflammatory’ Processes. 


A. U.  Dessarpins (Radiology, 
October, 1937) draws attention to the 
fact that the treatment of inflamma- 
tory processes with X rays dates back 
as far as 1902. Since then the thera- 
peutic value of irradiation in inflam- 
mations has been thoroughly substan- 
tiated, and the author wonders why 
the method is not used more than it 
is. There is no danger of deleterious 
effects from the rays in treating 
inflammations as a small or moderate 
dose is all that is necessary. In fact, 
the more acute the inflammation, the 
smaller the dose of radiation required. 
The author records the value of 
irradiation in the treatment of various 
pyogenic infections, as furuncle, car- 
buncle, abscess, cellulitis, onychia, 
acute adenitis and otitis, and deals in 
rather more detail with its use in the 
delayed resolution of lobar pneumonia, 
and post-operative pneumonia, post- 
operative parotitis and erysipelas. In 
chronic inflammations the doses of 
X rays must be larger than the 
doses used in acute inflammations. 
Numerous varieties of chronic inflam- 
mation are influenced favourably by 
irradiation. Among these may be men- 
tioned ehronic inflammations of the 
skin, tuberculous adenitis, peritonitis, 
keratitis and iritis, actinomycosis and 
blastomycosis, trachoma in its early 
stages, and chronic infectious 
arthritis. Several of these are dealt 
with in detail. The mode of action of 
irradiation in inflammations is dis- 
cussed at length. 


— — 
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British Medical Association Mews. 


ANNUAL MEETING. 


Tue annual meeting of the Victorian Branch of the 
British Medical Association and of the Medical Society 
of Victoria was held at the Medical Society Hall, East 
Melbourne, on December 1, 1937, Proressorn R. MarsHALL 
AIAX, the President, in the chair. 


ELEecTION oF OFrFICE-BEARERS AND MEMBERS OF COUNCIL. 

The President announced that the Council had elected 
the following office-bearers: 

Presidént: Dr. J. P. Major. 

Vice-President: Dr. F. L. Davies. 

Chairman of Council; Dr. J. Newman Morris. 

Honorary Treasurer: Dr. C. H. Mollison. 

Honorary Secretary: Dr. F. Kingsley Norris. 

Honorary Librarian: Dr. R. H. Fetherston. 

The President announced that the following had been 
elected members of the Council by the general body of 
the members: Professor R. Marshall Allan, Dr. G. W. 
Ashton, Dr. H. C. Colville, Dr. John Dale, Dr. D. M. 
Embelton, Dr. M. Gardner, Dr. J. S. Green, Dr. V. Hurley, 
Dr. L. S. Latham, Dr. F. Kingsley Norris, Dr. D. Roseby, 
Dr. H. Douglas Stephens, Dr. B. M. Sutherland, Dr. 
Douglas Thomas. 

The President announced that the following had been 
elected by the subdivisions: Dr. F. J. Bonnin, Dr. M. 
Box, Dr. W. F. Brownell, Dr. J. A. Cahill, Dr. A. 
Coates, Dr. G. V. Davies, Dr. H. Boyd Graham, Dr. G. 
James, Dr. J. Le M. Kneebone, Dr. C. M. Ley, Dr. J. 
Major, Dr. F. E. McAree, Dr. D. W. Neville, Dr. D. 
Pigdon, Dr. K. C. Ross, Dr. Walter Summons, Dr. S. 
Sutherland, Dr. G. R. Weigall. 

The President announced that Dr. F. L. Davies, Dr. 
R. H. Fetherston, Dr. C. H. Mollison, Dr. J. Newman 
Morris were the ez oficio members of the Council. 

The representative of the Victorian Medical Women’s 
Society was Dr. Jane S. Greig. 

The President announced that the following had been 
coopted as members of the Council: Major-General R. M. 
Downes, Dr. K. Smith. 


ANNUAL REPorRT oF THE CoUNCIL. 


On the motion of Dr. F. Kingsley Norris, seconded by 
Sir James Barrett, the report of the Council, which had 
been circulated among members, was taken as read and 
adopted. The report is as follows. 


The Council of the Branch and the Committee of the 
Society present the fifty-eighth annual report of the Branch 
and the eighty-second of the Society. 


Election. 


At the annual meeting held last December, the following 
members of the Council and of the Committee were elected: 
Professor R. Marshall Allan, Dr. H. C. Colville, Major- 
General R. M. Downes; Dr. D. M. Embelton, Dr. Mark 
Gardner, Dr. J. S. Green, Dr. Victor Hurley, Dr. L. S. 
Latham, Sir Alan Newton, Dr. F. Kingsley Norris, Dr. 
D. Roseby, Dr. H. Douglas Stephens, Dr. B. M. Sutherland, 
Dr. B. T. Zwar. 

The following were elected to represent the subdivisions: 
Dr. F. J. Bonnin, Dr. W. F. Brownell, Dr. J. A. Cahill, 
Dr. A. E. Coates, Dr. R. L. Fulton, Dr. H. Boyd Graham, 
Dr. J. J. Kelly, Dr. J. Le M. Kneebone, Dr. C. M. Ley, 
Dr. J. P. Major, Dr. F. E. McAree, Dr. D. W. Neville, Dr. 
8. J. Newing, Dr. D. C. Pigdon, Dr. T. O. Sayle, Dr. W. A. 
Spring, Dr. Walter Summons, Dr. S. F. Sutherland. 

The Council, under Rule 8, coopted Dr. John Dale, Sir 
Hugh Devine, Dr. K. Smith, and elected Dr. Jane S. Greig, 
nominated by the Victorian Medical Women’s Society. 





The Trustees of the Medical Society of Victoria are ez 
officio members: Dr. F. L. Davies, Dr. R. H. Fetherston, 
Dr. C. H. Mollison, Dr. J. Newman Morris. 

The following were appointed during the year to fill 
vacancies which occurred: Dr. M. H. Box and Dr. G. 
Raleigh Weigall. 

The Council elected the following office-bearers: 
President: Professor R. Marshall Allan. 
Vice-Presidents: Dr. J. P. Major, Sir A. Newton. v 
Honorary Secretary: Dr. F. Kingsley Norris. 
Honorary Treasurer: Dr. C. H. Mollison. 

Chairman of Council: Dr. J. Newman Morris. 
Honorary Librarian: Dr. R. H. Fetherston. 


The Executive consisted of the President, with other 
office-bearers and the Immediate Past-President, Dr. Walter 
Summons. 


Attendances at Council Meetings. 


Twelve ordinary meetings and two special meetings of 
the Council were held. The following shows the 
attendances: 


Dr. H. B. Graham .. Dr. V. Hurley 
Dr. F. K. Norris Dr. J. P. Major 
Professor R. M. Allan .. Dr. B. T. Zwar 
. W. F. Brownell ... Sir A. Newton 
. R. H. Fetherston .. 13 Dr. D. C. Pigdon 
. J. Newman Morris . 13 Dr. K. Smith 
. H. Douglas Stephens 13 Dr. M. H. Box? 
. D. M. Embelton . 
H. Devine 
. J. Le M. Kneebone . 
. G. Raleigh Weigall* 


a S. F. Sutherland . 
. L. S. Latham? 
. D. W. Neville 


Maj.-Gen. R. M. Downes 7 
Dr. M. Gardner 

Dr. J. S. Greig 

Dr. F. E. McAree* 

Dr. B. M. Sutherland .. 
Dr. J. A. Cahilr 

Dr. H. C. Colville b oe 
Dr. John Dale Dr. W. A. Spring 


The average attendance at each meeting was 25 and the 
highest attendance for any one meeting was 31. 


Appointment of Subcommittees. 


The following subcommittees were appointed by the 
Council (the first-named acting as convener of that sub- 
committee) : 

Ethics.—Dr. Major, Dr. Cahill, Dr. Davies, Major-General 
Downes, Dr. Fetherston, Dr. Pigdon, Dr. B. M. Sutherland, 
Dr. Zwar and Executive. 

Finance, House and Library—Dr. Mollison, Dr. 
Fetherston, Dr. Major. 

Legislative-—Dr. Colville, Professor Allan, Dr. Coates, 
Dr. Dale, Dr. Davies, Dr. Green, Dr. Newing, Dr. Norris, 
Dr. Roseby. 

Organization.—Dr. Roseby, Dr. Box, Dr. Brownell, Dr. 
Cahill, Dr. Dale, Dr. Gardner, Dr. Graham, Dr. Green, Dr. 
Greig, Dr. McAree, Dr. Major, Dr. Newing, Dr. Pigdon, 
Dr. Sayle, Dr. Smith, Dr. Summons, Dr. B. M. Sutherland, 
Dr. Weigall and representatives of country subdivisions. 

Science.—Dr. Coates, Professor Allan, Sir H. Devine, 
Major-General Downes, Dr. Gardner, Dr. Graham, Dr. 
Hurley, Dr. McAree, Sir A. Newton, Dr. Norris, Dr. 
Stephens. 

Hospital.—Dr. Graham, Sir H. Devine, Dr. Coates, Dr. 
Colville, Dr. Embelton, Dr. Hurley, Dr. Latham, Dr. Morris, 
Dr. Neville, Dr. Smith, Dr. Zwar. 

Correspondence.—Dr. Norris and Dr. Morris. 

Social.—Dr. Roseby and Dr. McAree. 

1 Leave of absence granted during year. 


* Appointed during year. 
* Resigned during year. 
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Special Standing Committees. 

Standing Insurance—Dr. Embelton, Dr. Davies, Dr. 
Hurley, Dr. Major, Dr. Mollison, Dr. McPhee. 

Early Medical History—Dr. Black, Dr. Fetherston, Dr. 
Kenny, Dr. Meyer, Dr. Norris, Dr. Shaw, Dr. A. J. Wood. 

Yallourn.—Dr. Davies, Dr. Major, Dr. Morris, Dr. Allen, 
Dr. Robertson, Dr. B. M. Sutherland, Dr. Gerald Weigall, 
Dr. Zwar and Medical Secretary ex officio. 

Child Welfare.—Dr. Derham, Dr. Dale, Dr. Graham, Dr. 
Norris, Dr. Stephens, Dr. Greig. 


Appointments and Nominations. 


Trustees of the Medical Society of Victoria.——Dr. Davies, 
Dr. Fetherston, Dr. Mollison and Dr. Morris. 

Central Council, British Medical Association.—Dr. Isaac 
Jones. 

Annual Meeting, British Medical Association, Belfast, 
1937.—Representative, Victorian Branch, Professor W. A. 
Osborne; Deputy Representative, Dr. L. S. Latham; 
Delegate, Dr. A. Sherwin. 

Australasian Medical Congress, British Medical Associa- 
tion, Adelaide, August 23-28, 1937—Honorary Local General 
Secretary, Dr. F. Kingsley Norris. 

Federal Council.—Dr. Davies and Dr. Morris. 

British Medical Agency Company of Victoria, Pty. Ltd.— 
Directors: Dr. Mollison (Chairman), and Dr. Fetherston. 
Managing Director: Mr. W. Ramsay. 

British Medical Insurance Company of Victoria— 
Directors: Dr. Mollison (Chairman), Dr. Fetherston, Dr. 
Hurley, Dr. Morris, Dr. Norris. Secretary: Mr. J. M. Ford. 

Victorian Correspondent, “The Medical Journal of 
Australie”.—Dr. Graham. 

Victorian Correspondent, “The British Medical Journal’ .— 
Dr. Graham. 

Victorian Bush Nursing Association—Dr. Graham and 
Dr. B. M. Sutherland. 

Hospital Benefits Association.—Dr. Cahill, Dr. Dickson, 
Dr. Norris, Dr. Roseby. 

City Electoral Roli.—Dr. Hurley, Dr. Major and Medical 
Secretary. 

Eighth Australian Cancer Conference—Dr. W. G. 
Cuscaden. 

Australian and New Zealand Association for the 
Advancement of Science (Council, Auckland Meeting, 
1987).—Dr. F. M. Burnet, Dr. B. L. Stanton. 

Medical Eye Service of Victoria—Dr. Gardner. 

The Advisory Committee to the Charities Board.—Dr. 
Hurley, Dr. Embelton, Dr. Latham, Dr. Morris, Dr. McPhee, 
Dr. Zwar. 

Electoral Board, Medical Staffing of Base Hospitals.— 
Dr. Major and Dr. Norris. , 

Masseurs’ Registration Board—Dr. D. O. Brown, Major- 
General Downes, Dr. R. F. May. 

Free Kindergarten Union.—Dr. Gerald Weigall. 

Victorian Baby Health Centres’ Association.—Dr. Graham. 

Melbourne University Association.—Dr. Stephens. 

Victorian Institute of Hospital Almoners.—Dr. Morris. 

Lord Mayor’s Fund.—Dr. Morris. 

Medical Advisory Committee, Education Department.— 
Dr. Zwar. 

Victorian Council for Mental Hygiene.—Dr. Dale and Dr. 
Derham. 

Melbourne Permanent Post-Graduate Committee.—Dr. 
Coates, Dr. Major and Dr. B. M. Sutherland. 

Big Brother Movement.—Dr. Gerald Weigall. 

The Society for Health of Women and Children.—Dr. 
B. L. Stanton. 

Medical Officers’ Relief Fund,. Advisory Committee.—Dr. 
Mollison, Dr. Davies and Dr. Upjohn. 

Australian Aerial Medical Services.—Dr. Morris. 

Nurses’ Board.—Professor Allan, Dr. C. H. Hembrow. 
Dietetic Association of Victoria.—Dr. Dale. 

Society for Crippled Children.—Dr. Norris. 
Victorian Council for Social Training.—Dr. Embelton. 








Medical and Scientific Committee, Anti-Cancer Council 
of Victoria.—Dr. Hurley. 


‘Board of Studies in Physical Education, Melbourne - 


University —Dr. Norris. 

Standards Association.—Subcommittee re Airlock Opera- 
tion: Dr. A. B. Corkill; Institutional Supplies Committee: 
Dr. R. G. Worcester; Subcommittee, Clinical Thermometers: 
Dr. J. Leon Jona. 


Branch Convocation. 


The following members were elected for the year 1937: 
Dr. R. D. Aitchison, Sir J. Barrett, Dr. M. H. Box, Dr. 
D. O. Brown, Dr. A. J. Carroll, Dr. S. G. L. Catchlove, 
Dr. L. B. Cox, Dr. E. Danziger, Dr. F. C. De Crespigny, Dr. 
W. J. Denehy, Dr. H. D. Downing, Dr. G. R. Felstead, 
Dr. G. E. Foreman, Dr. R. L. Forsyth, Dr. H. Grover, 
Dr. W. R. Groves, Dr. F. W. Grutzner, Dr. G. A. Hagenauer, 
Dr. W. A. Hailes, Dr. K. Hallam, Dr. E. W. Hands, Dr. 
L. Hartnett, Dr. K. Hiller, Dr. H. I. Holmes, Dr. P. V. 
Langmore, Dr. W. S. Laurie, Dr. N. A. Longden, Dr. 
H. W. Lording, Dr. R. G. McPhee, Dr. Colin Macdonald, 
Dr. H. Mendelsohn, Dr. J. Morlet, Dr. D. P. Niall, Dr. 
C. H. Osborn, Dr. W. Ostermeyer, Dr. G. A. Penington, 
Dr. C. E. Richardson, Dr. G. S. Robinson, Dr. K. P. Rush, 
Dr. J. L. W. Sharland, Dr. R. M. Shaw, Dr. G. R. A. Syme, 
Dr. Douglas Thomas, Dr. H. C. Trumble, Dr. R. F. Watson. 

No meeting of convocation was held. 


Membership Roll. 


The number of members on the roll is 1,371, which is 
8 more than that of last year; 85 names were added (47 
by election, 23 who paid arrears and 15 by transfer into 
the Branch); 77 were removed (17 by death, 13 by resig- 
nation, 23 by transfer out of the Branch, and 24 who 
allowed their subscriptions to fall into arrears). 

Three associates have been added to the list and four 
removed by death, making a total of 35. 

Honorary student associates number 13. 

Death of the following members and associates is 
recorded with regret: Dr. J. L. Blakie, Dr. J. G. Desailly, 
Dr. W. W. Ewbank, Dr. G. E. Garde, Dr. F. W. Green, 
Dr. T. E. Green, Dr. H. C. A. Haynes, Dr. A. M. Hill, Dr. 
G. J. Hodgson, Dr. T. C. Ker, Dr. A. M. Lazarus, Dr. R. W. 
Lethbridge, Dr. W. I. Mackintosh, Dr. F. Meyer, Dr. F. J. 
Pacey, Dr. A. H. Porter, Dr. H. P. Sloggett, Dr. R. St. C. 
—— Dr. A. Steven, Dr. P. N. Whitehead, Dr. A. J. 
Wood. 


Ethics Subcommittee. 


The subcommittee met eight times and the following 
were the attendances: 


Be, DAVID ..cds> 1 o<seue 7 PON 0's. ose ieee 6 
Professor Allan ....... 6 Re eR eee 5 
SR. RE bw Reason ces 6 Sir A. Newton ........ 5 
Maj.-Gen. Downes ..... 6 Dr. Summons ......... 5 
Dr. Fetherston ........ 6 Dr. Sutherland ........ 5 
Gt BONNE. - p09 k:0d¢ ea 6 BO, MEO oo oc ccc ee 0 
Dr. Norris ........ aace. © 


In response to an inquiry a member. was informed that 
it is unethical for a resident medical officer of a hospital 
to refer a patient, on discharge, to a doctor other than 
the practitioner who sent the patient to the hospital. 

The Ophthalmological Section requested that it be 
declared unethical for a member to refer cases to an 
optician, but the subcommittee, while it did not approve 
of the practice, was not prepared to recommend that it be 
declared unethical. 

The following resolution of the Federal Council, “That 
it be a recommendation to all Branches to publish in 
Tue Mepicat JourNAL or AusTRALta the names of candi- 
dates for election at least one month before their election, 
except in the case of candidates who are recent graduates 
of the State university in the area of the Branch in which 
the candidate is applying for membership”, was approved 
and the practice recommended has been followed during 


the year. 
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During the year several cases of allegedly false and 
careless certification have been investigated by the sub- 
- committee. 

A member’s request for permission to purchase an 
unethical practice was refused after guidance from the 
members of the subdivision concerned had been sought. 

The question of disclosure to the Press of information 
about patients in public hospitals is being investigated. 

The Melbourne Permanent Post-Graduate Committee has 
been asked to limit attendance at lectures under its 
auspices to members and practitioners eligible for member- 
ship of the British Medical Association. 

For the convenience of members it has been decided 
that, in special circumstances and with all the facts before 
them in writing, the President, Chairman of the Bthics 
Subcommittee and the Honorary Secretary are empowered 
to grant permission to lecture. 

A charge of alleged supersession was considered and it 
was decided that, as the practitioner charged understood 
that consent to take over the case had been given, no 
breach of ethical principles had occurred. 


Organization Subcommittee. 


The Organization Subcommittee met 10 times and the 
following were the attendances: 


. Sutherland Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Despite repeated representations to the Ministry, the 
salaries of medical officers attending children under the 
care of the Children’s Welfare Department have not been 
restored. 

The position of doctors rendering service at the request 
of the Crown is most unsatisfactory, and a statement on 
the matter appeared in the Victorian Branch News in 
Tue MepicAL JourRNAL oF AusTRALIA of July 17, 1937. 

Following consultation with the Public Medical Officers’ 
Association, a suggested scheme of classification and salary 
scale were submitted to the Ministry. 

Early in the year a meeting of the Friendly Societies’ 
Standing Consultative Committee was held and many 
matters of mutual interest discussed. As a result of the 
meeting the Common Form of Lodge Agreement has been 
altered to entitle a medical officer to claim fees for services 
rendered to lodge patients coming under the provisions 
of the Workers’ Compensation Acts and, in addition, 
members have been advised of matters concerning the 
administration of the friendly societies, such as sick pay 
incidence and certification. 

Following inquiry from a member it was ascertained 
that under police regulations “All unmarried male 
members of the force who are ill stiall, where such a 
course is practicable and desirable, be sent to the police 
hospital for treatment. Any married member of the 
force who is ill may be ordered to proceed to the Police 
Department hospital for examination by the police medical 
officer.” 

A statement setting out the functions of industrial 
medical officers was circulated to all members. 

By invitation, medical officers to league football clubs 
met the subcommittee and their obligations and limits of 
seryice under their appointments were discussed. 

Following Press reports of the propesal of a city mission 
to appoint a psychologist to its staff, a deputation waited 
on the director of the mission to ascertain the scope of 
the project and to inform him of the ethical and other 
standards which would be considered desirable. 

Terms of appointment of medical officers to the Richmond 
and Singleton dispensaries have been investigated and the 
controlling committees requested to establish — — 
of salaries and conditions. 





Following representations to the Public Health Depart- 
ment, all outstanding amounts for payment for notification 
of infectious diseases have been paid. 

A proposed agreement between a member and an insur- 
ance company to treat all compensation cases in a 
provincial city was disapproved. 

Legal opinion has been obtained on the position of a 
doctor surrendering the conduct of a confinement to a 
trainee nurse in an intermediate hospital, and will be 
published in the Branch News in THe Mepicat Journa. 
or AUSTRALIA. 

It was decided that an old-age pensioner could not be 
regarded as “wholly dependent” on a lodge member and 
= not therefore entitled to the services of a lodge medical 
officer. 

Some progress has been made in the establishment of 
facilities for specialist services to lodge members. 

The subcommittee has devoted many meetings to the 
drafting of a new lodge agreement, which will shortly be 
completed. 


Legislative Subcommittee. 


The subcommittee met seven times and the following 
were the attendances: 


Dr. Colville 


Professor Allan 


Provision for proxy representation of country sub- 
divisions at council meetings was made during the year, 
but until the Branch rules are altered, proxies will not 
be entitled to vote. 

It has been resolved that a subdivision may nominate a 
proxy to represent it on the Branch council if the elected 
representative has been granted leave of absence for a 
period of not less than three months. 

At the request of the Crown Law Department, sugges- 
tions relating to certification of death were submitted and 
a bill to amend the Registration of Births and Deaths Act 
will probably come before Parliament this session. 

New rules submitted by the Federal Council to cover 
the formation of sections within the Association have been 
approved for submission to the Branch. 

The main work of the subcommittee during the year 
has been a complete revision of the rules of the Branch, 
which has now been practically completed. 


Hospital Subcommittee. 


The Hospital Subcommittee met nine times and the fol- 
lowing were the attendances: 


Dr. Colville 
Dr. Coates 
Dr. Embelton 


Proposals of the Charities Board for the establishment 
of sub-intermediate accommodation attached to public 
hospitals were not approved. 

When it was learned that certain public hospitals had 
made agreements with insurers to treat cases coming 
under the provisions of the Workers’ Compensation Acts 
for fixed sums, counsel’s opinion was obtained, indicating 
that such agreements were illegal. 

Public hospital committees have been requested to 
appoint non-sight-testing opticians as spectacle makers. 

Proposals of the Charities Board relating to staff appoint- 
ments at base hospitals were not wholly acceptable to many 
of the members concerned, and a meeting of representatives 
from base hospital areas was held in January. Some 
modification of the original proposals has since been made 
and the Charities Board scheme of staffing will be gradually 
brought into effect. The Branch is represented on the 
Electoral Board by Dr. Major and Dr. Norris. 

Progress has been made in the matter of obtaining 
payment for medical services rendered to cases of infectious 
disease treated in wards maintained by municipal 
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authorities, and in several districts the municipalities 
concerned. are accepting the scheme for payment approved 
by the council. 

Prolonged consideration has been given to the out-patient 
problem, and a special subcommittee reported on the ques 
tion of assessment of patients. Resumption of the con- 
ference with the committees of management of the metro- 
politan hospitals will be sought early next year. 


Finance, House and Library Subcommittee. 


The subcommittee met ten times and the following were 
the attendances: 


Dr. Mollison Slat voce. 
i. Pn - “<..es, cetiad wea 8 
Dr. Major — — at he 5 


Honour boards bearing the names of past-presidents will 
be unveiled at the annual meeting. 

The balance sheets of the Branch and of the Medical 
Society of Victoria will be presented to the monthly Branch 
meeting in February. 

Owing to the in¢reased activities of the Branch, expendi- 
ture has exceeded income and an increase in subscription 
has been recommended. The necessary alteration of rules 
will be submitted for consideration of the Branch at a 
special meeting on November 19. 

The following gifts are acknowledged and the donors 
thanked: Photographs of Heliopolis, 1915, presented by Sir 
James Barrett; photograph of Dr. W. Gillbee (first Presi- 
dent, British Medical Association, Victorian Branch, 1879), 
presented by Dr. C. W. Bennett; console gas heater, 
presented by Dr. H. Shannon. 


Honorary Librarian’s Report. 


The past year has been an active one, as both the 
attendances at the library and the number of books 
borrowed have increased considerably, being now nearly 
double those of a few years ago. During the year 1,541 
books were borrowed. By purchase and donation 110 new 
volumes have been added to the shelves, while the sum of 
about £250 has been spent on books and journals, more 
than a quarter of which has been contributed by the 
British Medical Insurance Company. 

During the year a supplement to the catalogue of the 
library has been printed and issued to members. 

Arrangements have been made to permit members of 
the Tasmanian Branch to avail themselves of the facilities 
of the library of the Medical Society of Victoria. 

A gas heater has been presented by one of our members 
(Dr. Shannon) for installation in the library. Dr. Felix 
Meyer generously bequeathed his library to the Association. 

The following are thanked for donations: Association of 
American Physicians, Philadelphia; Chemical Works, 
formerly Sandoz, Basle, Switzerf’nd; Commonwealth 
Statistician; Council for Scientific and Industrial 
Research; Editor, THe MeprcaL JoURNAL OF AUSTRALIA; 
Henry George League, per Dr. P. Dane; W. Ramsay 
(Surgical) Pty. Ltd.; Philadelphia College of Physicians; 
University of Wellington, New Zealand; Dental Board of 
Victoria; Queensland Nutrition Council; Walter and Eliza 
Hall Institute; Melbourne Radiological Clinic; Editor, 
Western Australian Clinical Reports; Sir James Barrett, 
Dr. M. Crivelli, Dr. R. H. Fetherston, Dr. E. S. J. King, 
Dr. F. Moreton, arid Mrs. F. Meyer. 


Science Subcommittee. 


The Science Subcommittee met on four occasions. The 
following were the attendances: 


The syllabus of scientific meetings for the year con- 
sisted of ten monthly meetings, four country Branch 
meetings six clinical meetings, one special meeting of the 








The following were the lecturers and the subjects dealt 
with. 
Monthly Meetings. 


February.—Dr. C. Wallace Ross: “Carbohydrate Metab 
olism in Celiac Disease and Abdominal Tuberculosis.” 
March.—Symposium on cancer. The following aspects 
were discussed: 
Surgical: Sir Alan Newton. 
Radio-Therapeutic: Dr. Frank Stephens. 
National and State Organization: Dr. M. J. Holmes 
and Mr. B. T. Zwar. 

April.—Exposition of Victorian Workers’ Compensation 
Legislation by Honorary and Medical Secretaries. 
May.—Mr. C. J. Officer Brown: “The Surgical Aspects of 

Bronchiectasis.” 

June.—Dr. E. Graeme Robertson: “Epilepsy.” 

July.—Dr. Stanley Williams: “Treatment in the Early 
Stages of Acute Staphylococcal Osteomyelitis; 
Reference to Staphylococcal Antitoxic Serum.” 

August.—Dr. G. Winter Ashton: “Common Problems in 
General Practice.” 

September.—Symposium: “Traumatic Emergency Sur- 
gery, with Special Reference to Workers’ Compensa- 
tion”; the Head was discussed by Mr. C. A. M. Renou; 
the Limbs by Mr. A. E. Coates; the Abdomen by Mr. 
W. E. A. Hughes-Jones. 

October.—Dr. R. J. Wright-Smith: “Peptic Ulcer: An 
Analysis of Two Hundred and Eighteen Cases Studied 
at Autopsy.” Dr. Ian Wood: “Treatment of the 
Bleeding Peptic Ulcer, with Special Reference to Blood 
Transfusion, Diet and the Indications for Surgery.” 

November.—Mr. Thos. King, assisted by demonstrators 
from the Royal Life Saving Society: “Resuscitation.” 


Special Branch Meetings. 


A symposium on “Poliomyelitis” was held in July, when 
Dr. Powell delivered a lecture, followed by Dr. Featonby, 
Dr. Burnet and Dr. Webster. 

Four other special meetings were held during the year, 
three to consider amendment of Branch rules and the other 
to consider a proposed alteration of the Medical Act, 1928. 


Clinical Meetings. 


March.—Orthopedic Section of Children’s Hospital. 
April.—Austin Hospital. 

May.-—Royal Melbourne Hospital. 

June.—Eye and Ear Hospital. 

July.—Alfred Hospital. 

November.—Saint Vincent’s Hospital. 


Branch Meetings in the Country. 


May 29, at Mooroopna (Goulburn Subdivision) .—Clinical 
meeting, Mooroopna Hospital. Dr. J. A. Kennedy 
(Shepparton): “Diverticulitis.” 

July 10, at Geelong.—Clinical meeting, Geelong Hospital. 
Dr. K. Ross (Geelong): “Some Experiences of Surgery 
of the Common Bile Duct.” 

October 2, at Warragul (Gippsland Subdivision).— 
Clinical meeting, West Gippsland Hospital. Dr. F. V. G. 
Scholes (Melbourne): “Poliomyelitis.” 

November 27, at Ballarat. - 


Workers’ Compensation. 


The amending Workers’ 0 ion Act of 1936 came 
into force on March 15, 1937. Under that Act the amount 
available to meet the ambulance, medical and hospital 
expenses of injured workers was increased from £5 to £10, 
the word “immediately” occurring in the 1935 Act and 
which the insurers had interpreted as relating to the 
“immediate” treatment of an injured worker, was deleted 
and the definition of a “hospital” extended to include not 
only a public hospital, but any hospital registered under 
the Health Act. 

Since the proclamation of the Act some difficulties have 
arisen. 

The Council has opposed the attempts of certain insurers 
to compel injured workers to attend specified doctors for 
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treatment and has taken steps to ensure that the principle 
of free choice of doctor is preserved. 

As a result of persistent reports and rumours that, in 
some cases, excessive amounts were being claimed for 
medical service, the Accident Underwriters’ Association 
has been informed that the Branch council has established 
a special committee to which any disputed accounts may 
be referred for adjudication. 

As referred to in the report of the Organization Sub- 
committee, the Common Form of Agreement, under which 
lodge medical officers work, is being amended to enable 
fees to be claimed from lodge members coming under the 
provisions of the Compensation Acts. 


Annual Meeting of the Branch. 


A special subcommittee had investigated the possibility 
of altering the form of the annual meeting of the Branch. 
Alteration of the existing rules would be necessary before 
the present arrangements could be changed, but it is hoped 
that, in the not distant future, the annual meeting will 
be made a much more important feature of the Branch’s 
activities. 


The Late Dr. Jeffreys Wood. 
At a council meeting held on April 28 the following 
resolution was 3 

That Council records its sorrow at the death of 
Dr. Jeffreys Wood, and appreciation of the long 
and valuable service he rendered to the profession. 
Dr. Wood had a long and honourable career in 
the service of the profession. He joined the 
Medical Society of Victoria in February, 1886. In 
December, 1893, he was elected a member of the 
committee, on which he served continuously until 
December, 1921. He was*secretary during 1894, 
1895 and 1896, and president for the year 1905. His 
committee work included three years on the War 
Organization Committee (1916-1918) and one year 
on the Ethics Committee (1921). He prepared and 
delivered many interesting and extremely valuable 


He established the training of nurses at the 
Lying-In Hospital in 1881, founded and was editor 
for five years of Una, the first journal for nurses 
in Victoria. In 1916 he created, at the request 
of the British Medical Association (Victorian 
Branch) the board of examiners for the State 
midwifery certificate and was the first chairman 
of the board. He was the repository of a fund of 
knowledge and experience which were always at 
the disposal of students and his brother prac- 
titioners. An exemplification of the best traditions 
of the medical profession, his death will be keenly 
felt by the profession and fhe community. 

Council’s deepest sympathy is extended to his 
widow in her loss. 


The Late Sir David Orme Masson. 


At a council meeting held on August 18, the following 
resolution was passed: 


That council records its sorrow at the death of 
Sir David Orme Masson and its appreciation of 
the valuable services he rendered to the profes- 
sion. Sir David had a long and honourable career 
in the service of the university. His teaching was 
an inspiration to members of the medical profes- 
sion and others whose good fortune it was to study 
under him. He: built a school of teaching and 
research which will endure. Assiduously and at 
great personal sacrifice he applied himself to the 
task of-the advancement of science in Australia. 
In the founding of the Council for Scientific 
Research, the Australian National Research 
Council and the Australian Chemical Institute he 
took a most distinguished part. Giving always of 
his best, he rightly earned the respect and admira- 
tion of all with whom he came into contact. His 
life was a shining example to those privileged to 
come under his influence. Council’s deepest 
sympathy is extended to Lady Masson and family. 


Social. 


addresses. By his unsparing devotion to the 
interests and tasks of his beloved profession and 
his quiet and honourable approach to problems 
requiring a solution, he set a high and shining 
example to those privileged to come under his 
inspiring influence. Giving always of his best, he 
rightly earned the respect and admiration of all 
with whom he came into contact. 

Council’s deepest sympathy is extended to his 
widow and family. 


The Late Dr. Felix Meyer. 


At a council meeting held on September 22, the following 
resolution was passed: 


That Council records its deep sorrow at the 
death of Dr. Felix Meyer and its keen appreciation 
of his long and distinguished service to the 
medical profession. His connexion with the 
Association has been long and honourable. He 
joined the Victorian Branch of the British Medical 
Association in 1882, was a member of council from 
1886 to 1908, and Branch president in 1894. Full 
recognition of his sterling citizenship and his 
brilliant classical and artistic endowments will be 
dealt with elsewhere, but council particularly 
desires to place on record some of the professional 
activities with which he has been so ably 
associated or which have been sponsored by him. 
In the main his professional life was devoted to 
the teaching and practice of gynecology and 
obstetrics. He was convener of the first Medical 
Students’ Society in the State and for thirty years 
was senior indoor gynecological surgeon at the 
Women’s Hospital. For six years he occupied the 
position of lecturer in obstetrics and gynzcology 
at the University of Melbourne, and later repre- 
sented the British Medical Association (Victorian 
Branch) on the Committee of Obstetrical Research. 





The President entertained metropolitan medical officers 
of health at afternoon tea on July 20 to enable them to 
meet the Chief Health Officer (Dr. H. N. Featonby). 


Golf. 

The fourth annual golf tournament was played on the 
Royal Melbourne Golf Links, Cheltenham, on October 27. 
There were 75 competitors. The championship (the 
Weigall Cup) was won by Dr. H. R. Hyett with Dr. John 
Gray as runner-up, and the handicap event (the Roseby 
Cup) by Dr. G. H. Cashmore with Dr. G. R. Davidson 
as runner-up. 


Cricket. 


Matches were played against teams from the Members 
of State Parliament, the legal profession and the Army 
Medical Service. The matches against the State Parlia- 
ment and the Army Medical Service were won by the 
Branch team and that against the legal profession was lost. 


Bowls. 


A match was played against a team from the State 
Parliament and was won by the Branch. 


Congratulations. 


During the year under review council had pleasure in 
conveying congratulations to: Sir E. Kaye Le Fleming on 
his knighthood by His Majesty the King; Surgeon-Captain 
W. J. Carr, C.B.E., on his inclusion in the New Year's 
Honours List; Dr. J. P. Major, C.B.E., on his inclusion in 
the Coronation Honours List; Colonel EB. F. Lind, on being 
appointed Commander of the Coronation Contingent; Dr. 
H. N. Featonby, on his appointment as Chief Health Officer; 
Sir Henry Newland, on being made the recipient of the 
Gold Medal of the British Medical Association; Dr. R. B. 
Wade, on having conferred upon him the Honorary Fellow- 
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ship of the Royal College of Surgeons of England; the 
following, on their promotion to the venerable order of the 
Hospital of Saint John of Jerusalem: Major-General R. M. 
Downes, Dr. J. Newman Morris, Dr. H. C. Disher, Dr. 
F. E. McAree, Dr. G. Simpson, Dr. F. M. Read, Dr. J. S. 
Davies, Dr. A. H. Sherwin, Dr. W. W. S. Johnston, Dr. 
J E. Piper, Dr. H. Smith, Dr. J. J. Hurley, Dr. C. W. Gale; 
to Professor: Marshall Allan, on having been invited to 
deliver a paper at the International Congress, Holland; 
and Dr. Allen Robertson, on being reappointed Chairman 
of the Board of Control. 

Letters of appreciation were sent to Dr. J. Adam Dick 
on his retirement from the Federal Council; and Dr. 
Jane Greig on her retiring from the Education Department. 


Federal Council. 


The Federal Council met in Melbourne in January, and 
in Adelaide in August. Full reports of the proceedings 
appear in THe Mepicat JouRNAL or AusTRALIA of February 
20, page 303, and September 18, page 488. The Branch 
council entertained members of the Federal Council and 
directors of the Australasian Medical Publishing Company 
at dinner during their stay in Melbourne in January. 


The E. H. Embley Prize Medal. 


The examination for the fourth award was held on 
November 18, 1936, and the gold medal was presented 
at the annual meeting to the winner, Miss Yrsa Elizabeth 
Osborne. 


The Stawell Oration. 


The fourth Stawell Oration was delivered by Dr. C. H. 
Kellaway at the Medical Society Hall on November 25, the 
subject being “Medical Research in Australia”. 


British Medical Agency Proprietary Limited. 


The directors are able to report a fairly successful 
year and can claim that the agency has received its share 
of the business offering in the State. The position referred 
to in the last report, however, still persists; there is a 
shortage of young graduates desirous of purchasing prac- 
tices and it is not anticipated that profits will reach past 
levels until the number of graduates increases. 

A branch of the agency has been established at the 
Medical Society Hall, where particulars of practices are 
available and all classes of agency business transacted. 

C. H. MoLiison, 
Chairman of Directors. 


British Medical Insurance Company of Victoria ‘Limited. 


The British Medical Insurance Company showed that 
it had another satisfactory year, as shown in the balance 
sheet for the twelve months ended April 30, 1937. 

The net profit was £1,391, out of which there had been 
donated in cash— 


£s.4 

To The Medical Society of Victoria .. 459 0 0 

» The Bendigo Subdivision ee a Se 

» The Ballarat Subdivision » teaver 

» The University Union Fund .. .. 21 0 0 
» The Victorian Medical Benevolent 

Association aut; Mer Lo sit Rak Sie 56 56 0 


In addition to these gifts during the twelve months, 
April, 1936, to April, 1937, books to the value of £245 8s. 7d. 
were purchased by the company and placed in the library 
of the Medical Society. 

The profession in general continues to give the company 
solid support, but there must be still many insurances 
which members could transfer to it. 

The company is deserving of the full backing of every 
mémber. It was one of the first to provide automobile 
insurance at the lowest possible rate, and by careful 
management and wise directorial guidance it has been 
able to give generous service to its policy-holders and 
maintain a small margin of profit each year, which has 
been applied in assisting various activities of the British 
Medical Association. 


The company has recently appointed an officer whose 
duty it is to interview every member of the Branch 
to give advice on insurance matters. 
C. H. Motuison, 

Chairman of Directors. 


The Victorian Medical Benevolent Association. 


The committee of the Victorian Medical Benevolent 
Association desires again to express its appreciation of the 
support accorded by the majority of the members of the 
Victorian Branch of the British Medical Association. As 
a result of this it has been able to make liberal grants to 
several persons. During the year ending December 31, 
1936, payments made for relief amounted to £400 15s. 6d. 
Towards this, subscriptions amounted to £181 18s. and 
interest on investments to £318 18s 10d., a total of 
£500 16s. 10d., leaving an undistributed balance of about 
£100. Quite recently several very deserving cases have 
been brought under the notice of the committee, and a 
considerable addition to commitments is to be expected 
in the near future. In view of this the committee would 
welcome special gifts to its funds from any members of 
the Association who approve of its work and are able to 
contribute more than the ordinary subscription of 5s. per 
annum. 

Epwarp L. Gauur, 


Honorary Secretary. 


Reports of Subdivisions. 
Metropolitan. 

South-Eastern Suburbs Subdivision.—The annual meeting 
of the subdivision was held on April 6, and the following 
office-bearers were elected for the year: President, Dr. B. 
Fethers; Vice-Presidents, Dr. E. Field, Dr. W. E. Tulloh. 

D. C. Prepon, 
Honorary Secretary. 


Eastern Suburbs Subdivision——The annual meeting was 
held on October 15, 1937, when the following office-bearers 
were elected: President, Dr. E. M. Inglis; Executive, Dr. 
G. W. Ashton, Dr. R. L. Forsyth, Dr. E. True, Dr. Walter 
Summons, Dr. R. F. Watson; Honorary Secretary, Dr. N. B. 
White. The chief activity of the subdivision has been the 
appointment of a Hospital Advisory Subcommittee to 
assist the managements of the hospitals in the district in 
any problems which may arise. In this connexion the 
subcommittee has been able to advise the management of 
Saint George’s Hospital on several occasions. 

Newport B. WHITE, 


Honorary Secretary. 


South-Central Subdivision—One meeting of the sub- 
division was held during the present year, at which the 
questions of the proposed establishment of suburban clinics 
was discussed. A resolution was carried strongly dis- 
approving of the establishment of suburban clinics except 
for destitute persons. The meeting also favoured the 
opening of negotiations with the friendly societies re a 
new form of agreement. 

F. EB. McAnree, 


Honorary Secretary. 


North-Eastern Suburbs Subdivision.—Four meetings were 
held and matters of general importance, including the 
following, were discussed: lodge practice; workers’ com- 
pensation; the establishment of suburban dispensaries, and 
a request was made to the Branch council to investigate 
the salaries of medical officers employed at suburban 
dispensaries; a recommendation was made to council that 
every person admitted to a public hospital should have 
some written authority—in the case of old-age and invalid 
pensioners and people on sustenance, a card from the 
department concerned, and in the case of other persons 
a recommendation from a medical officer. Office-bearers: 
Chairman, Dr. J. A. Cahill; Honorary Secretary, Dr. D. 


Roseby. —— 
x EBY, 
Honorary Secretary. 
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Country. 

North-Western Subdivision—No meeting of the sub- 
division has been held during the year, largely on account 
of apathy amongst the members. A definite effort will be 
made, however, this year to get the men together if at all 
possible. 

G. Forsyrtu, 
Honorary Secretary. 


Ballarat Subddivision.—Office-bearers for the year were: 
President, Dr. W. R. Griffiths; Vice-President, Dr. N. A. 
Longden; Honorary Treasurer, Dr. G. R. Davidson; 
Honorary Secretary, Dr. C. E. Richardson; Subdivision 
Representative, Dr. W. A. Spring; Council, Dr. A. B. 
Campbell, Dr. W. T. Greening, Dr. G. T. James and Dr. 
C. Reid. The year’s activities have been confined to a 
series of post-graduate lectures, given by Dr. Leo Doyle, 
Dr. C. Fitts and Dr. M. D. Silberberg, which were well 
attended. The Clinical Society, under the presidency of 
Dr. Douglas, has also held very successful monthly 
meetings at the hospital during the year. A Branch 
meeting, organized by the Clinical Society, was held in 
November. Efforts are being made to improve the library 
and make it more valuable to members. 

C. E. RicHARDSON, 
Honorary Secretary. 


South-Western Subdivision.—During the past year sub- 
divisional meetings have been held at Camperdown, Mort- 
lake and Warrnambool, and a Branch meeting at Hamilton 
in November, 1936. All meetings have been well attended 
and subjects of interest discussed. At the Branch meeting, 
“Hydatid Disease” was reviewed, papers being contributed 
by Dr. J. Le M. Kneebone and Dr. Boyd Graham. At 
Camperdown, Dr. C. Sutherland discussed “Asthma and 
Hay Fever”; at Mortlake, Mr. C. H. Hembrow delivered a 
paper on “Manipulative Surgery”. At our last meeting, 
which was held at Warrnambool during August, the 
Medical Secretary (Dr. C. H. Dickson) opened a discussion 
on “Medico-Legal Problems of Interest to the General 
Practitioner”. At this meeting an innovation was tried 
and proved very successful. Members of the legal 
fraternity from the towns in the subdivision were invited 
to dinner with members and attended Dr. Dickson’s lecture 
and offered valuable, interesting and amusing contributions 
to the discussion which followed. Office-bearers are: 
President, Dr. A. A. Weir; Vice-Presidents, Dr. Littlewood 
and Dr. Kneebone; Secretary and Treasurer, Dr. L. J. 
Westacott; Committee, Dr. Morlet, Dr. Holmes, Dr. Buzzard, 
Dr. Francis and Dr. Fitzpatrick; Subdivision Representa- 
tive, Dr. Kneebone. 

We cannot allow the occasion to pass without recording 
the deep loss our subdivision has suffered in the death 
of Dr. J. G. Desailly. He was one of our oldest members, 
most regular in attendance at meetings, and a popular 
president of the subdivision. 


L. J. WestTacort, 
Honorary Secretary. 


Bendigo Subdivision—During the year the Clinical 
Society has been functioning successfully. Mr. Thos. King 
delivered a lecture on fractures, with many lantern slides 
to illustrate his remarks. Several interesting cases have 
been shown at clinical meetings. The contributory fund 
for medical benefits controlled by the local practitioners 
has had another successful year, and provision has been 
made for larger benefits in future. Office-bearers for the 
ensuing year: President, Dr. J. L. W. Sharland; Vice- 
President, Dr. E. Sandner; Secretary and Treasurer, Dr. 
D. W. Neville; Committee, Dr. W. E. Harrison, Dr. H. R. 
Catford, Dr. P. Goodman; Clinical Society and Library 
Committee, Dr. J. L. Sharland, Dr. G. Fenton, Dr. Harrison 
and Dr. Sandner (Secretary). 

Geelong Subdivision.—Office-bearers: President, Dr. G. E. 
Cole; Past President, Dr. W. H. Long; Vice-President, Dr. 
H. R. Hyett; Committee, Dr. K. Ross, Dr. K. Langlands, 
Dr. K. Purnell; Council Representative, Dr. R. L. Fulton; 
Representative on Advisory Board of Geelong Hospital, 
Dr. G. R. Darby. Four quarterly meetings, two special 





meetings and four clinical meetings, as follows, have 
been held: (1) Dr. Clive James, “Some Medical Experi- 
ences Abroad”; (2) Dr. Mostyn Powell, “The Early 
Diagnosis of Poliomyelitis’; (3) Professor A. Amies, 
“Dental Aspects of General Practice” (the dental profes- 
sion of Geelong were guests of the subdivision at this 
lecture); (4) at Colac, Dr. Graeme Robertson, “Epilepsy 
and Associated Phenomena”. On July 10, at Geelong, a 
Branch meeting was held. Cases were presented by 
Geelong and Colac members at the Geelong Hospital in 
the afternoon, followed by a dinner at which the Mayor 
of Geelong, Alderman C. N. Brown, and the Hospita! 
President, Mr. H. Hooper, were guests. In the evening, 
Dr. K. Ross (Geelong) read a paper on “Some Experiences 
of Surgery of the Common Bile Duct”, the discussion 
being opened by Mr. Balcombe Quick (Melbourne). Impor- 
tant matters discussed at meetings during the year were. 
(1) staffing of base hospitals; (2) the recent modification 
of the Workers’ Compensation Act; (3) staffing of the 
Geelong infectious diseases wards; (4) the establishment 
of a community hospital in Geelong. 


CHARLES GALE, 
Honorary Secretary. 


Reports of Sections. 


Ear, Nose and Throat Section—There are 41 members 
of the section. The office-bearers are: President, Dr. L. 
Johnston; Vice-President, Dr. Noel Box; Honorary Sec- 
retary, Dr. E. Gutteridge; Honorary Treasurer, Dr. C. 
Cantor; Committee, Dr. H. Forrest, Dr. C. Eadie, Dr. T. G. 
Millar. Five meetings were held during the year and 
papers read on “Cardiospasm”, “Modified and Radical 
Mastoidectomy”, “Infection of the Sphenoids”, ‘“Neuro- 
logical Problems in Relation to Oto-Laryngology”, “The 
Life and Works of Morell Mackenzie” and “Cerebral 
Abscess”. 

£ Eric GUTTERIDGE, 
Honorary Secretary. 


Obstetrics and Gynecology.—There are 30 members of 
the section. Office-bearers: President, Dr. R. F. O’Sullivan; 
Honorary Secretary and Treasurer, Dr. G. B. Bearham. 
Four well-attended meetings were held during the year, 
and for the first time the section met at an official dinner. 

G. B. BEARHAM, 
Honorary Secretary. 


Neurology and Psychiatry.—Three meetings of the 
section have been held. A clinical meeting at Mont Park, 
when papers by Dr. Farran-Ridge and Dr. P. G. Reynolds 
were read; a discussion by members in private practice 
to discuss publicity and fees; and a paper by Dr. Farran- 
Ridge and Dr. Reynolds. on the insulin treatment of schizo 
phrenia. It is hoped to arrange a clinical meeting at the 
Talbot Colony for Epileptics before the end of the year. 

Joun F. WILLIAMS, 
Honorary Secretary. 


Anesthesia.—There are twenty-three members of this 
section. Three meetings have been held and papers read 
by Dr. R. Fowler, Dr. Newport White and Dr. Ian C. 
James. The office-bearers are: President, Dr. R. Howden; 
Acting Secretary, Dr. W. L. Colquhoun. 

W. L. Co_quHoun, 
Acting Honorary Secretary. 


Ophthalmological.—There have been six meetings of the 
section during the year, held under the presidency of Dr. 
Edward Ryan. Besides the usual demonstration of cases, 
there have been descriptions of. ophthalmological practice 
in India, England and America. There has also been a 
demonstration of ophthalmological instruments. At the 
recent congress in Adelaide the formation of an Australian 
society of ophthalmology within the British Medica! 
Association was discussed. This will probably be 


T. a’B. Travers, 
Honorary Secretary. 
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Radiological—There are twenty-four members of the 
section. Matters of importance considered during the year 
were: a scale of fees for friendly society patients; the 
appointment of a paid radiologist at Warrnambool; and 
the relationship of radiologists to the intermediate sections 
of hospitals in provincial cities. Dr. Kaye Scott gave a 
talk on experiences in radiotherapy during his travels in 
Europe and America. At a well-attended meeting Dr. 
A. M. Hill gave an address to obstetricians and radiologists 
on hysterosalpingography. 

Keiru H. HALLAM, 

Honorary Secretary. 


The following report is published on behalf of the 


Melbourne Permanent Post-Graduate Committee. 


Clinical Teaching.—The honorary staffs of the various 
hospitals in Melbourne have agreed to cooperate in clinical 
teaching and an attempt is being made to arrange for 
resident accommodation in hospitals for those who desire 
it. A number of New Zealanders have availed themselves 
of these facilities, which provide for intimate contact with 
the teaching staffs and patients of the general hospitals. 


Overseas Lecturers.—Professor Meakins, of Magill Uni- 
versity, Montreal, delivered two lectures in May on 
“Circulatory Collapse: Causes and Cure, with Special 
Reference to Peripheral Types of Failure” and “The 
Systemic Significance of Renal Insufficiency”. On Friday, 
December 3, 1937, Professor Huggett and Mr. C. P. G. 
Wakeley, who are visiting Melbourne in the capacity of 
examiners for the Royal College of Strgeons, will each 
deliver a lecture, Professor Huggett upon “Respiratory 
Problems of the Fetus”, and Mr. Wakeley on “The Diseases 
of the Salivary Glands”. Arrangements have been com- 
pleted for a series of six lectures to be given by Dr. W. B. 
Castle, of the Thorndyke Memorial Laboratory, Boston 
City Hospital, in Melbourne during August, 1938. Dr. 
Arthur Hurst has accepted an invitation to deliver a series 
of lectures in 1940, and Professor Wilkie, of Edinburgh, 
has agreed to visit Melbourne in 1942. 


Courses for the Higher Degrees.—A course for the first 
part M.D. was held at the university, and clinical demon- 
strations for the second part M.S. were held at the Royal 
Melbourne Hospital. These courses, as well as others for 
the first part M.S. and the second part M.D., will be held 
during May, June and July, 1938, if sufficient graduates 
present themselves. A course in anatomy and physiology 
in preparation for the Primary Fellowship examination 
has been conducted by Professor Wood Jones and Dr. 
Kellaway. Fifty-four entered for this course. 


Afternoon Lectures——A series of afternoon lectures were 
instituted, but were poorly attended. 


Refresher Course—Numerous inquiries have been 
received for such a course, and it is hoped that one may 
be held in 1938, during the time of Dr. Castle’s stay in 
Melbourne. 


Country Subdivisions.—The organization of lectures for 
country subdivisions remains one of the most popular of 
the committee’s activities. A booklet will be issued setting 
out the programme for 1938. 


After many years of valuable and unstinting service as 
honorary treasurer, Mr. F. Maclure resigned from the 
committee. This retirement was a cause of great regret. 
The committee was fortunate in that Dr. W. W. S. 
Johnston was willing to undertake the arduous task. 


E. GraEME RoBertTson, 
Honorary Secretary. 
On behalf of the Council, 
R. MARSHALL ALLAN, 
President. 
F. K. NORRIS, 
Honorary Secretary. 





E. H. Empiey Prize MEDAL. 


The gold medal for the fifth award of the E. H. Embley 
Prize was presented by the President to Miss Kathleen 
Katrine Blackwood. As a teacher who knew Miss 
Blackwood, the President said it gave him great pleasure 
to make the presentation and congratulate the recipient. 


Gor TROPHIES. 


The championship cup donated by Dr. Gerald Weigall 
and the handicap trophy donated by Dr. D. Roseby were 
presented to the respective winners, Dr. H. R. Hyett and 
Dr. G. H. Cashmore. 


INDUCTION OF PRESIDENT. 


The President then inducted the newly-elected President, 
Dr. J. P. Major, to the chair and wished him a happy 
and prosperous year of office. The Council’s selection, 
Professor Marshall Allan said, had been a very wise one. 
Dr. Major had proved his worth in long service to the 
Branch as Honorary Secretary and as Honorary Local 
General Secretary of the memorable annual meeting of 
the British Medical Association in 1935. His Majesty 
had been pleased to honour Dr. Major with a Commander- 
ship of the Most Excellent Order of the British Empire, 
andthe profession felt itself honoured in asking him to 
be President of the Branch. 


Dr. Major thanked the President and members for the 
honour bestowed upon him. 


PRESIDENT’S ADDRESS. 


The retiring President, Professor R. Marshall Allan, 
then delivered his address (see page 91). 


VoTres oF THANKS. 


A vote of thanks to the retiring President for his 
address was carried on the motion of Dr. A. P. Derham, 
seconded by Dr. A. W. Hailes. 


On the motion of Sir James Barrett, seconded by Dr. 
W. W. Ostermeyer, a vote of thanks was accorded to the 
retiring members of the Council. Dr. J. P. Major made 
particular reference to the many years of service to the 
Branch given by Dr. B. T. Zwar. 





SCIENTIFIC. 





A meEetiIne of the Section of Neurology and Psychiatry 
of the Victorian Branch of the British Medical Association 
was held on September 7, 1937. 


The Insulin Treatment of Schizophrenia. 


Dr. C. FArRRAN-RIDGE AND Dr. P. G. ReyNowips presented a 
paper entitled “The Insulin Treatment of Schizophrenia” 
(see page 100). 

Dr. R. S. Evtery stressed the importance of the subject, 
because in the past treatment had been beset by difficulties 
and had aroused pessimism. He said that in Europe at 
the present time there was great interest in this treatment. 
He felt that a conception of dementia precor and 
schizophrenia was necessary for the evaluation of treat- 
ment; for example, Kraepplin’s dementia precor was 
much more limited than Bleuler’s and these patients had 
less chance of recovery. There were some differing usages 
of terminology abroad and some variation in percentages 
of recovery. Spontaneous remissions in the past were given 
as 12% by Kraepplin and as 20% by Bleuler, but in any 
terminology at least twice as many remissions were 
obtained with insulin. 


In Switzerland there were ten mental hospitals, and 
insulin was the routine treatment for schizophrenics. 
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There Max Miiller had treated 500 patients with 68% full 
remissions, and 85% were favourably influenced. These 
patients had been ill for as long as eighteen months. In 
cases of longer duration than eighteen months there had 
been no full remissions. 

Dr. Ellery said that in Finland 63% of patients with 
iliness of up to eighteen months’ duration had improved. 
In Poland, in a group of selected early cases of up to six 
months’ du: a‘.ou, 87% of patients had shown improvement. 

Restlessne.3s was treated in different ways. In Switzer- 
land patients were managed by nurses; in Vienna they 
were placed in netted beds made with material softer than 
a tennis net but stronger. Others were placed in padded 
rooms or in beds with padded sides and netted on top. 

Epileptiform seizures were sometimes beneficial, but 
vasomotor collapse with twitchings was more serious in 
prognosis .and should lead to termination of hypo- 
glycemia with intravenous injections of glucose solution 
at once. An epileptic attack early or late in treatment 
should lead to termination of hypoglycemia, but in the 
middle of treatment it might be passed over. Dr. Ellery 
went on to say that “Cardiazol” was recommended by 
some authorities in conjunction with insulin, especially 
in katatonics; for example, on two afternoons a week 
artificial convulsions might be induced. Some authorities 
used only “Cardiazol” and claimed equal success with no 
greater risk and with greater ease; this was especially 
good with bland hebephrenics and katatonics, and some 
patients were being treated in this way in Melbourne. 

The practice in Vienna early in 1937 with stuporose 
patients was to terminate the hypoglycemia as soon as the 
patient showed evidence of restlessness or excitement, the 
idea being that such patients were thought more likely to 
remain in such a condition rather than to sink back into 
their stuporose state. Another point emphasized by Sakel 
was that certain patients whose condition improved as a 
result of treatment manifested their psychoses again when 
under the influence of insulin, and this was to be regarded 
as of good prognostic import. 

Dr, D. D. Cape stated that for the previous three months 
he and Dr. E. Prendergast, under the direction and 
guidance of Dr. J. K. Adey at.Royal Park Mental Hospital, 
had treated a number of patients by means of insulin 
shock. There seemed to be a tendency to exaggerate the 
difficulties and dangers of the method. It was comparable 
to, but less difficult than, administering a general 
anesthetic, and he thought that, provided an adequate 
nursing staff was available, one man could treat simul- 
taneously up to ten patients per day. They had had 
excellent opportunities for testing the value of the treat- 
ment, as they had been able to choose young patients 
whose illnesses had been of recent onset. As they had 
treated only a small number of patients, the best indica- 
tion of the value of the treatment that he could give was 
to retail briefly the results of each. 


Dr. Cade said that he was indebted to Dr. 
courtesy in presenting the report:of these cases. 


The first case was that of a male, aged eighteen years. 
His illness had begun acutely twenty-four hours before his 
admission to hospital; he had apparently been quite normal 
up till then. He was kept under observation for two 
months before treatment was started, his condition being 
typical paranoidal schizophrenia during this time. The 
prognosis was very poor. He was treated for six weeks 
with a total of twenty-two comas; -he achieved an apparent 
complete remission. 


Dr. Cade’s second case was that of a male, aged twenty- 
one years, who had been mentally ill for three weeks before 
admission to hospital. He was apathetic and puzzled, and 
had hallucinations; his condition was hebephrenic primary 
dementia. He was observed for a week before treatment 
was begun. The initial prognosis was poor and he had 
made no progress whatsoever after thirty-five comas. 


The third case quoted by Dr. Cade was that of a male, 
aged twenty-four years. The duration of his illness was 
given as three weeks, but apparently it had been slowly 
developing over about three years. Ideas of persecution, 


Adey’s 





inability to concentrate and lack of interest were present. 
Soon after admission to hospital he entered a state of 
profound catatonic excitement which lasted for a week, 
and after that he became quiet, solitary, apathetic and 
inaccessible, with bursts of erratic behaviour. The con- 
dition was classified as paranoidal primary dementia with 
catatonia. He was treated over a period of two months, 
with thirty-four comas, and made a complete recovery. He 
visited Royal Park Mental Hospital a few days before the 
meeting, Dr. Cade said, and he was a perfectly normal, 
healthy man. 

The fourth case was that of a male, aged twenty-one 
years. His illness was of eighteen months’ duration; it 
was a mild hebephrenic schizophrenia. He was scarcely 
certifiable, but he was quite lacking in initiative, and he 
was a nuisance at home; he had to be pushed to do any- 
thing. He was treated for seven weeks with twenty-seven 
comas; he became much brighter and more sociable, and he 
went to a job a week after leaving Royal Park. 


Dr. Cade’s fifth case was that of a male, aged thirty 
years. The onset of his illness was given as three days 
before his admission to hospital, but it was probably of 
about two months’ duration. On admission to hospital he 
was agitated, confused, restless and resistive, with strain- 
ing and grimacing. The condition was classified as 
catatonic primary dementia. He was kept under observa- 
tion for six weeks before treatment was started. During 
this time he had several'remissions and relapses, appearing 
almost normal for several days at a time. The prognosis 
was good. He had:only two weeks’ treatment with six 
comas, and he made a complete recovery. He probably 
would have recovéred completely in any case. 


The sixth case quoted by Dr. Cade was that of a male, 
aged nineteen years, suffering from hebephrenic primary 
dementia of one week’s duration. He was kept under 
observation for two and a half weeks before insulin treat- 
ment was started. He improved for a time, and then he 
rapidly deteriorated into an apathetic resistive condition. 
He had forty comas with slight improvement, but he was 
still very apathetic and lacking in initiative. He would 
speak if spoken to. 

Dr. Cade’s final case was that of a male, aged twenty-two 
years, a hebephrenic schizophrenic. His illness was of 
six months’ duration. The most prominent features were 
hallucinations of the wish-fulfilment type and delusions 
of grandeur; for example, he thought he was Bing Crosby. 
He completely recovered after twelve comas. 

Of the other five patients under treatment Dr. Cade said 
that one was a catatonic. The initial progress was poor, 
but his condition was steadily improving and appeared to 
be going to have a complete remission. In the case of two 
other patients it was too early to say what the result of 
treatment would be. One hebephrenic looked as if he 
would show no improvement at all, and another 
hebephrenic was steadily improving. 


Dr. Cade said that out of the seven patients who had 
completed their courses of treatment, four had had a 
complete remission, one had been considerably improved, 
and two had shown little or no improvement. 


There were several further points to which Dr. Cade 
drew attention. First, he said that the physical condition 
of most of the patients was obviously improved; they had 
put on weight, their skin had become clearer and their 
cheeks fatter. Often this improvement had preceeded by 
a week or two any noticeable change in their mental 
state. On the other hand, increase in weight and mental 
improvement did not go hand in hand; of the two patients 
who had not improved both had put on a lot of weight; 
and conversely, one man with a complete remission had 
put on none. Secondly, the insulin shock was as valuable 
a method of study of schizophrenia as it was of treatment. 
Long hours were spent in the observation of.the patient, 
who was in a state of flux all the time, and it was often 
possible to obtain some idea of the genesis of the 
psychosis in a particular case. Thirdly, it was yet too 
early to say that if a patient’s condition did not improve 
under insulin treatment it would not improve at all; but 
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when a sufficiently large number of patients had been 
treated the method would probably have a _ distinct 
diagnostic value. Finally, Dr. Cade’s own impression was 
that the duration of the psychosis before treatment was 
commenced was of less importance than the reaction type 
of the individual. In two early cases at Royal Park the 
psychosis had actually been seen developing under insulin 
treatment. 

Dr. Cade raised the question of whether the blood sugar 
in “Cardiazol” convulsions operated the same mechanism 
as insulin shock. 

Dr. G. WEIGALL asked if blood sugar was estimated before 
treatment. Dr. Reynolds had stated that no estimation 
was made before or during treatment at Mont Park. Sakel 
and his associates had found no correlation between the 
depth of the hypoglycemia and the depth of coma. In one 
case initial low blood sugar might have led to disaster 
if insulin had been given. 


Dr. Ewen Downie said that he had had experience with 
insulin in other types of conditions, and he felt that 
hypoglycemia needed careful watching until the patient 
had recovered from it. The estimation of blood sugar was 
disappointing in states of coma, and the blood sugar 
might be normal; for example, sudden reduction from 
hyperglycemia might cause convulsions, and with blood 
sugar below 0-2% the patient might still be able to walk 
about. There was no precise knowledge of what brought 
about coma. He used to think that coma in patients on 
moderate doses of insulin was not of much consequence, 
but three fatal cases of coma occurring. with even the same 
doses of insulin as formerly had occurred in his 
experience. One patient had had hemiplegia with 
Jacksonian attacks on the ipsilateral side for some days 
and death had occurred seven days later; the post mortem 
examination revealed patchy edema of the brain substance 
and thickening of the pia mater. 

Dr. Downie asked for information about the mortality 
rate of the treatment and whether there had been any 
difficulty in recovering patients from the hypoglycemic 
state, for even though there was biochemical recovery some 
automatism might persist for a lengthy period. 


Dre. E. Prenpercast stated that dosage in different 
clinics seemed to vary; for example, 150 to 215 units were 
necessary in the Receiving House, that was, in healthy 
patients who were early cases, while 90 units were reported 
as the usual dose in Europe. He felt that restlessness 
must do patients harm, and that it could be eliminated to 
some extent by quiet and possibly by sedatives; for 
example, 3°55 cubic centimetres (one drachm) of 
paraldehyde had been successful in one case. In one case 
a severe epileptiform attack had led to no improvement. 


Dre. H. F. Mavupstey stressed the importance of the 
subject. The treatment seemed a real _ therapeutic 
weapon, and he suggested another meeting in six months 
for comparison of results. He felt that diagnosis was 
difficult in early cases and there was some doubt as to the 
justification of using the treatment in early doubtful cases. 
He thought that the dangers were slight and the possible 
advantages great. The death rate was practically 
negligible. He had seen great improvement with 
“Cardiazol” in katatonic patients. There was, of course, 
some possibility of exacerbations later and a follow-up was 
needed. 

Dr. J. K. Apey also stressed the need for a follow-up of 
patients and the benefit of quiet and possibly of sedatives 
in avoiding restlesness. Hot-water bottles were dangerous 
in coma. He was satisfied that improvement took place 
in many cases. 

Dr. W. OsTerRMEYeER stressed the wide vista opened up 
with regard to the possible endocrinological basis of 
etiology in these conditions. He mentioned recent 
advances in the knowledge of the pituitary gland and of 
the evidence of changes in it in diabetes. 


Dr. J. F. Wurams mentioned two patients with an 
apparently hopeless prognosis whose condition had cleared 
up under the influence of insulin shocks. He asked whether 
there were any statistics relating to relapses in these cases. 











Dr. Reynolds, in reply, stressed the importance of 
differentiating between schizophrenia and dementia 
precor for the sake of statistical comparison. Schizo- 
phrenia was limited in Mont Park to Kraepplin’s dementia 
precozr and not to Bleuler’s wider group. The control of 
states of excitement by attendants was better than con- 
trol by mechanical means because it led to closer 
observation of patients. Epileptiform seizures had been 
common, but there had been no vasomotor attacks at Mont 
Park. In a case of katatonic stupor, termination of the 
hypoglycemic state when the patient became excited had 
been tried without definite result. Electroencephalography 
for quantitative measurements of response would be of the 
greatest value. Some characteristic Berger rhythms: with 
poor waves had been reported in schizophrenia. The 
blood sugar in “Cardiazol” treatment was not known to 
him. Dr. Reynolds had had no difficulties in recovering 
patients, from a hypoglycemic state except in one case. 
States of excitement were not treated in any way by 
sedatives, as this might mask the onset of coma; one cubic 
centimetre of adrenaline had been suggested by some as 
preventing restlessness, but he had had no experience of 
this. Eighty units of insulin was the average dose 
required. Sakel considered that the need for large doses 
meant a poor prognosis. In conclusion, Dr. Reynolds said 
that relapses had occurred, but that the patients had been 
cured by further treatment in some cases and had 
remained well for over two years. 





NOMINATIONS AND ELECTIONS. 





THE undermentioned have applied for election as mem- 
bers of the New South Wales Branch of the British Medical 
Association: : 

Harrison, Keith Selwyn, M.B., B.S., 1936 (Univ. 
Sydney), 153 Anzac Parade, Kensington. 

Barclay, Francis Edison, M.B., 1924 (Univ. Sydney), 
10, Bondi Road, Bondi. 

Apps, Ray Clifton, M.B., B.S., 1935 (Univ. Sydney), 
Newcastle Hospital, Newcastle. 


Tue undermentioned has applied for election as a mem- 
ber of the Western Australian Branch of the British 
Medical Association: 

Thomas, Frederick S. Taylor, M.B., 1914, Ch.M., 1921 
(Univ. Sydney), Mount Magnet. 








Mbituarp. 





WALTER ALEXANDER RAMSAY SHARP. 





Dr. WALTER ALEXANDER RaMsAy SHARP, whose death was 
recorded recently in these pages, was a surgeon who went 
about his work quietly and without ostentation, but whose 
self-discipline, modesty and sterling worth endeared him 
to those who knew him and earned the respect of all with 
whom he had interprofessional dealings. His death is 
therefore a loss to the world of surgery where strength of 
character is more valuable than mere manual dexterity, 
necessary though manipulative skill may be, and where 
soundness of judgement is an asset more valuable than 
popularity. 

Sharp studied medicine at the University of Sydney and 
graduated as Bachelor of Medicine and Master of Surgery 
in 1902. On graduation he became resident medical officer 
at Sydney Hospital, whose honorary staff he was later to 
adorn. He spent some time in residence at the Coast 
Hospital, and, after a short period in practice at 
Chatswood, New South Wales, he travelled overseas in 
search of post-graduate experience. He studied under 
Tweedie at the Rotunda Hospital, Dublin, and in 1905 he 
took the Fellowship of the Royal College of Surgeons of 
Edinburgh. After further post-graduate work on the 
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Continent he returned to Australia, where he started 
practice at Candelo, New South Wales. We visited the 
Old Country on two subsequent occasions, in 1912 (when 
he had left Candelo) and in 1936. At the outbreak of war 
in 1914 he volunteered for active service, but was declared 
unfit on account of the renal condition which eventually 
caused his death. In 1914 he was appointed Temporary 
Honorary Assistant Surgeon at Sydney Hospital, and he 
subsequently became Assistant and later on Honorary 
Surgeon. Of his surgery it may be said that he was no 
slavish follower of the dicta of others. He combined the 
study of pathology with that of surgery and was not afraid 
to follow the dictates of his conscience. So great was his 
faith in the recupera- 
tive powers of the 
peritoneum that he was 
one of those who chose 
at an early stage to dis- 
card the use of drainage 
tubes in suitable -con- 
ditions. His work was 
not what would be 
called spectacular, . but 
he was painstaking and 
treated the tissues of 
the body with the 
respect that was their 
due. He was withal 
methodical and in these 
qualities lay his 
strength. 

Apart from his profes- 
sional activities, Sharp 
was a lover of nature; 
trees were his passion, 
and he read widely 
in general literature, 
history being his 
favourite subject. 

To students he 
appealed as a sound 
teacher, kind, tolerant 
and offering encourage- 
ment. His example was 
so forceful that his 
three sons have fol- 
lowed in his footsteps. 
The eldest is doing 
post-graduate work in 
England, the second is 
in his final year of 
medicine, and the third 
has just completed his 
third year. Their father 
has set them a worthy 
example. To them and 
to his wife the sym- 
pathy of the medical profession is extended. 


~<a fee 


Dr. H. Skipton Stacy writes: 





| 


So Ramsay Sharp has “passed over”; quite suddenly in 


the end. I had known him throughout a large part of his 


professional career (prior to this he was on the teaching 


staff of Newington College). 
Sydney Hospital subsequent to my departure in 1902; 
from there he went to the Coast (now Prince Henry 
Hospital). 
proficiency in 

value in Bega, 


surgery which. was to be of such 

where he began private practice. 
There his varied experiences of the difficulties under 
which good surgery was performed were such as 
to induce a feeling of great humility in one who was 
surrounded with the conveniences of a city practice. These 
experiences gave to Ramsay Sharp and others working 
under similar conditions an all-round knowledge that is 
not possessed by their metropolitan colleagues. In the 
far south coast he attained a reputation for skill and 
kindliness to his patients that stood him in great stead 
when he came to Sydney later. 


He came as a resident to | 


This gave him an opportunity to attain that | 





consult him for surgical and other ailments, whilst he was 
often called down to his old district to operate. 

As one who has acted several times for him when he was 
ill, I can testify to the deep regard and trust his patients 
had for him. 

He was in England doing post-graduate work in 1914 
at the outbreak of war; at this time he had the beginning 
of that renal trouble which was later to prove fatal. He 
was rejected for active service in consequence; this was 
his life-long regret; a reason that could not be shouted 
from the house-tops. 

As an assistant surgeon to the Sydney Hospital he tovk 
my place for one month each year on the full staff: he 

also acted as my first 
assistant in the oper:t- 
ing theatre. No one 
could have been more 
regular and helpful in 
his duties; his know- 
ledge and experience 
were above that of 
the ordinary assistant 
surgeon. 

His interest in Cran- 
brook School—of which 
he was one of the 
founders—was great; 
he sent his three boys 
there. They show 
promise of adding 
lustre .to the name of 
the family and to the 
school; one is a 
graduate, two are 
medical students. Ram- 
say Sharp found time 
to be keen on municipal 
life, being an alderman 
of the Vaucluse Council. 
He was also a great 
supporter of the United 
Australia Party in 
politics; many a time 
speaking on behalf of 
candidates for election 
in the streets at night: 
often have I expressed 
to him my amazement 
at his energy and self- 
sacrifice. I must refer 
in conclusion to an 
example of the deter- 
mination and grit 
which he showed about 
two months ago in per- 
forming an appendic- 
ectomy in a private hos- 

He was terribly ill at the time, so he got me to 
I think it was one of the most difficult 
It was a two-hour job, but 


pital. 
assist him. 
appendix cases I have seen. 
a very successful one. 

So farewell to one who will be much missed by his 
colleagues and a large circle of friends. 


Correspondence. 


MANIPULATIVE SURGERY. 


Str: My three years’ occupancy of the appointment of 
Medical Officer to the Tramways has filled me wit! 
astonishment as to the widespread ignorance of the medical 
profession regarding the need and methods of applying 
manipulation to minor injuries. This applies to hospita! 


Many came to the city to | honoraries as well as general practitioners. 
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It would be tedious to relate instances of backs, shoulders 
and knees that have been crippled for months for want 
of manipulation. The famous American tennis player is 
only an instance of an overlooked adhesion of the shoulder. 

It would be well to remember that when a femur is 
broken the knee is often injured at the same time, and 
should have attention while the fracture is being looked 
after, or adhesions will cripple the patient months after 
the femur has soundly healed. Another point often missed 
is that when the lower back is injured by a blow the sacro- 
iliac joint often receives a bump and adhesions form. 

It is a cardinal rule of the first importance that ruptured 
muscles and ligaments should never be rested; for instance, 
the so-called “monkey muscle” should never be put up in 
plaster, but movement encouraged and massage and 
diathermy instituted; if pain is severe, a local anesthetic 
should be injected. No instance of this nature should be 
more than a week disabled, whether the tear is fairly 
high up in the leg or near the ankle. 

Men past middle age frequently rupture some fibres of 
the erector spine in the lumbar region when doing manual 
work. Manipulation in this region should be instituted 
at once, and performed strongly and frequently with deep 
massage and diathermy to remove exudate. 

Adhesions around the knee joint, especially in the region 
of the infrapatellar bursa, cause great disablement and 
pain. Rest, as generally advised, is wicked, the condition 
calling for manipulation as advised by Timbrell, Fisher 
and Marlin; and diathermy as advised by a much less 
known authority. 

In Australia the profession has received three bad world- 
wide advertisements—Budge’s shoulder, the treatment by 
prolonged rest of infantile paralysis, and the nail in the 
lung. So long as manipulative surgery is ignored by the 
profession, so long will osteopaths and bone-setters score 
over us. 

Yours, etc., 
W. Kent HvuaGuHes. 

22, Collins Street, 

Melbourne, C.1, 
December 13, 1937. 





DIATHERMY IN INDUSTRIAL SURGERY. 


Sm: It is gratifying to find that one has provoked a 
defence of electrotherapy in the treatment of industrial 
injuries. Unfortunately I have been blessed, or cursed, 
with “that type of mind” which requires some definite 
proof for blind faith in anything. 

I am referred to some cases published in Dr. Dark’s 
article, THe MEDICAL JOURNAL OF AUSTRALIA, September 11, 
1937. I read that article with very great interest, especially 
the latter part of it, dealing with the treatment of disease, 
not trauma. The traumatic cases are five in number: 
four are common types seen in any out-patient clinic; the 
other is not applicable. Two were cases of fracture near 
the elbow joint, with limited extension of the joint and 
muscle wasting. Such cases always mnecover full function 
of the limb by the natural method of exercise and use. 
In precompensation days these cases invariably resumed 
work. No one doubts that this recovery can be facilitated 
by good old-fashioned physiotherapeutic methods, plus 
the Bristow coil. In the case of the child, Hamilton Russell 
pointed out years ago that the best treatment for such a 
joint is “to forget it” and leave nature to do her own work. 
The case which does not recover full function by such 
treatment requires something more than electrotherapy. 
The knee joint case is rather different. The diagnosis 
given is strained internal lateral ligament; and yet there 
was swelling in the joint for more than seven weeks. This 
does not fit in at all. Either the strained ligament was 
complicated by an internal derangement, or the case was 
one of arthritis. No amount of electric-treatment will 
cure the former, and in the latter the condition is one of 
disease, not injury, for which I think diathermy is of 
value. I think that the muscle strain case rather supports 
my view. Hence, much as I appreciate Dr. Dark’s work 





in diseased conditions, I cannot accept his traumatic cases 
as proof of the value of diathermy in trauma. 

Re heat production: Is there any proof that any form 
of diathermy gives rise to more than active hyperemia of 
skin, and possibly subcutaneous tissues, in actual practice? 
I regret to say that the physiology of heat absorption of 
the skin and of the subcutaneous circulation does not 
afford such proof, much as trade experiments, physics 
and teaching may support it. Further, physiology does 
support active movements and massage as circulative 
stimulants in the deeper tissues. 

Dr. Wedlick and Dr. Bull are specialists in physio- 
therapeutics. In their letters they relegate diathermy to 
a subordinate place in this class of treatment. It is merely 
an adjunct to the older methods; in other words, an 
improvement on the older Talliman hot air method of 
applying heat. In this conception there can be no 
criticism of their method of application. From my 
experience of their work, and the same applies to another 
well-known physiotherapeutist in this city, these men know 
its value, its dangers and its limitations, and the tragedies 
referred to in the article do not occur in their practice. 

Careful reading of my article would have convinced them 
* it was not directed against the class of work they 

0. 

I take it as a compliment that the true physio- 
therapeutist supports the criticism of diathermy alone as 
a means of treatment of the traumatic case and relegates 
it to its proper place as an adjunct of the heat production 
to the older, well-tried methods of manipulation, exercise, 
massage and reeducation in the hands of the expert. 

Yours, etc., 
JoHN KENNEDY. 

16 Collins Street, 

Melbourne, 
December 18, 1937. 


HOSPITAL ALMONERS. 


Sir: In your journal of December 4 you printed a leading 
article on the subject of the work of the hospital almoner. 
It occurred to me that some of your readers might be 
interested to have more precise information as to the 
openings in this field, the expense involved in training 
and the probable remuneration to be expected by those 
employed in this work. 

At present there are six almoners working in Sydney 
and three in training. There is no doubt that at hospitals 
already employing almoners there is considerable scope 
for extension of the work, and there is a number of 
hospitals, some large, some small, both in Sydney and in 
the country, in which the work has still to be developed. 

With regard to fees, the two years’ general social study 
training, which form a necessary preliminary, are likely 
to involve an expense of about £30 per annwm, with some 
additional expenditure on books, fares et cetera. The fee 
for the third year of the training, for which this institute 
is responsible, is £10 10s., with the addition of similar 
incidental expenses. 

As far as remuneration is concerned, the first students 
trained by this institute have not yet completed their 
training, but it is hoped to establish a minimum intial 
salary of £250 per annum, as has been done by the 
Victorian Institute of Hospital Almoners. Although the 
three years’ non-residential training involves considerable 
initial expense, it will be seen that a reasonably adequate 
salary may be expected on completion of training. 

Yours, etc., 
R. B. Wane, 
President, 
The New South Wales Institute 
of Hospital Almoners. 
Almoner’s Office, 
Sydney Hospital, 
Macquarie Street, 
Sydney. 
December 16, 1937. 


— — 


SES pe ae ee 





THE MEDICAL JOURNAL OF AUSTRALIA. 


January 15, 1938. 





Books Received. 


THE TRUTH ABOUT VIVISECTION, L. Rogers, K.C.S.L, 
LL.D., M.D., F.R.C.P., F.RC.S., —* S.; 1937. London: 
J. and x Churchill Limited. Crown 8vo, pp. 192, with 
9 illustrations Price: 5s. net. 

— E⸗ A CLINICAL STUDY, H. Bowen, M.S., 
F.R.C.S.; 1937. London : —— Wniveratey Press ; 
— 8. Jaboor. Crown 8vo, pp. 213. Price:-7s. 6d. 
net. 

CHILDREN’S DREAMS: AN UNEXPLORED LAND, 
Kimmins; 1937. London: George Allen and Unwin 5 eek 
Crown 8vo, pp. 121. Price: 4s. 6d. net. 

— TALKS ON KIDNEY DISEASE, by E. Weiss, 

.D.; 1937. London: Bailliére, Tindall and Cox. Medium 
8vo, oe 188, with illustrations. Price: 9s. nét. 

THE PRINCIPLES AND PRACTICE OF RECTAL SURGERY, 
by W. B. Gabriel, M.S., F.R.C.S.; Second Edition; 1937. 
Santen: H. . Lewis and Company Limited. Medium 
8vo, pp. 374, with 9 coloured plates and 162 illustrations 
in black and white. ‘Price: 28s. net. 


GENERAL PRACTICE SERIES. DISEASES OF THE EAR, 
. D. McLaggan, M.A., M_B., 
wn 1937. : H. K. Lewis and Company 
mited. Demy, .8vo, pp. 346, with 9 plates and 135 

— Price: 15s. net. 


PHYSIOLOGICAL CHEMISTRY OF THE BILE, by _ H. 
Sobotka; 1937. London: Bailliére, Tindall and Cox. 
Medium 8vo, pp. 213. Price: 13s. 6d. net. 


PRACTICAL NEUROANATOMY: A TEXT-BOOK AND 
JUIDE FOR THE STUDY OF THE FORM AND STRUC- 
TURB OF THE N@BRVOUS SYSTEM, by J. H. Globus, 
B.S., M.D.; 1937. London : Bailliére, Tindall and Cox. 
Imperial 8vo, pp. 409, with illustrations. Price: 27s. net. 


CIVILIZATION AND DISEASE, by C. P. Donnison, M.D., 
M.R.C.P., bet an introduction by Sir W. Langdon-Brown, 
M.A., M.D., F.R. ; 1937. London: Bailliére, Tindall and 
Cox. Demy 8vo, pp. 237. Price: 10s. 6d. net. 


OBSTETRICS, . G. resale. M.D., = Ch., B.A.O., F.R.C.P.L, 
F.C.O.G. ; 37. Dubli and Nolan Limited. 
Demy 8vo, — 495, with 167 illustrations. Price: 16s. net. 


SCIENTIFIC, CATERING ros. INSTITUTIONS: A HAND- 
BOOK FOR FOOD ERVISORS IN HOSPITALS, 
NURSING HOMES, SANATORLA. HOSTELS, SCHOOLS, 
HOTELS, BOARDING HOUSES, etc., by J. de K. Whitsed, 
with appendices edited by. E. Browning, M.D.; 1937. 
amyl wed Tindall and Cox. Crown $8vo, pp, 272. 

ce: 8s. L 


Diary for the Month. 


. 26.—Victorian Branch, B.M.A.: Council. 
. 28.—Queensland Branch, B.M.A.: reg 
1.—New South Wales Branch, B.M.A : Organization and 
Science Committee. 
2.—Western Australian Branch, B.M.A.: Council. 
2.—Victorian Branch, B.M.A.: Branch. 
3.—South Australian Branch, RMA: a 
4.—South Australian Branch, B.M.A.: Branc 
8.—New South Wales Branch, B.M.A.: — and 
Finance Committee. 
15.—New South Wales Branch, B.M.A.: Ethics Committee. 
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Wevdical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants. 
locum tenentes sought, etc., see “Advertiser.” pages xvi to xvili. 


ALFRED HOospPITAL, MELBOURNE, VICTORIA: Medical 
Superintendent. 

Austin Hosprrat ror CANCER AND CHRONIC DISEASES, 
Hemeeerc, Vicrorta: Honorary Assistant Surgeons. 

HeatHerton SANATORIUM, CHELTENHAM, Victoria: Assis- 
tant Medical Officer. 

Sypney Hosprrat, Sypney, New Sovurn Wares: Honorary 
Assistant Surgeon. 

Sr. Grorez Distraicr Hosrrrar, Kocaran, New South 
Warss: Honorary Anesthetists, Visiting Pathologist. 

Toowoomsa Hosprrats Boarp, Toowoompa, QUEENSLAND: 
Resident Medical Officer. 





WMevical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association 
~~ art District ‘United ” Friendly 
Balmain "Gnited Friendly Societies’ Dis- 


and Petersham United 

Friendly Societies’ 
Manchester Unity Medical and Dispen- 
sing Institute, Oxford Street, Sydney. 
North Sydney — Societies Dis- 
People’s dential Assurance Company 


Limited. 
Phenix Mutual Provident Society. 





‘All Institutes or Medical Dispensaries 
Australian Prudential Association, Pro- 


ved ga? Limited. 

Mutual National Provident Club. 
National Provident Association. 

H or other appointments outside 





Brisbane Associate Friendly Societies’ 
Medical Institute. 
Hospital. 


Proserpine 
Members LODGE . appoint- 
ments and those desiring 


Agreement to 
signing. 





:| All — appointments in South aus- 


All contract Practice Appointments in 
South Australia. 





lene ® AuUs- 


onorary 
Secretary, 205, Saint 
George's 


All Contract Practice Appointments in 
‘Terrace, fa. 


Western Austral 








Editorial Motices. 


Manoscrirpts forwarded to the office of this journal cannot 
returned. Or l_ articles for- 


under any circumstances igina 
warded for publication are understood to be offered to TH 
= JourRNaL oF AvusTRALIA alone, unless the contrary be 


All communications should be addressed to the Editor, Tm 
Print Hi Seam 


MumpicaL JOURNAL oF AvusTRatia, The 
Glebe, New ‘South Wales. (Telephones: MW 2651-2.) 


t cannot accept any 
any claim arene out of non-receipt 
of — anions such a notification is received within one 


students and others not 





